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INTRODUCTION 


(1) The Secretary of State for Social Services announced in Parliament on 
28 March 1973 the Government’s decision that social work support for 
the health service in England and Wales should from 1 April 1974—\the 
date of local government and NHS reorganisation—be provided by local 
authority social services departments. Hospital social workers should 
from that date be employed by local authorities and made available to 
the health service. 


(ii) This announcement followed a period of controversy, during which the 
main issue of principle—whether the NHS should look to local authorities 
for social work support, or continue to provide a separate service of its 
own—was considered at length by the Working Party on Collaboration. 
A full account of that Working Party’s conclusions has been published :* 
it reached a majority view that social work support for the NHS should 
be the responsibility of local authorities. The objective of NHS reorgani- 
sation was to provide an integrated service better adapted to meeting the 
health care needs of individual patients and of the community as a whole. 
Improved co-ordination of NHS and local authority services to provide 
a comprehensive system of care embracing health, social work and other 
community services was a central theme of this reorganisation, and the 
Working Party on Collaboration had been appointed to review the whole 
question of links between NHS and local authority services. They 
concluded that collaboration between the two services would develop 
most effectively if the professional skills on which they relied were concen- 
trated in the most appropriate service—medical, nursing and dental skills 
in the NHS, and social work skills in the local authority. This would 
promote the best development of professional skills and the best deploy- 
ment of scarce professional resources to meet the needs of patients. Each 
service should rely on the other for the skilled help it needed. 


(iii) The decision finally taken was based on consideration not only of the 
Working Party’s conclusions, but also of a considerable volume of 
subsequent representations and comment. It was clear that there would 
be much unease in both medical and social work circles about the decision; 
and in announcing it the Secretary of State, following a suggestion in the 
report of the Working Party on Collaboration, said: 


*‘We propose to set up a broadly-based working party, representing 
both health service and local authority interests, to examine the 
practical arrangements for the provision of social work support for 
the health service by the local authorities.” 


He added that the local authority associations had given assurances that 
local authorities would await the conclusions of the working party before 
taking any action in relation to the responsibilities they would assume 
for hospital social work. 


*Working Party on Collaboration: Report on activities to the end of 1972—HMSO, 
price 85p. 


(iv) 


(Vv) 


(vi) 


(vii) 


This is the background to our work. Our membership was chosen not 
merely to include representatives of both services, but also to give some 
expression to the views of those in both the health and social work 
professions who were known to be uneasy about the change. We have 
concentrated as much as possible on practical issues, since this was our 
appointed task. The scope for more wide-ranging discussion has, in any 
case, been severely limited by constraints of time. We have had a tight 
timetable to work to, in order to complete our discussions by the time 
of reorganisation, and this has led us to try to avoid discussion at too 
abstract a level of theory about the nature of social work, teamwork in 
health care, inter-professional relationships, and so on. These are fruitful 
areas for debate and controversy, which could have occupied us for far 
longer than the time available to us. We have necessarily touched on 
them: but to no greater extent than seemed necessary for our purpose of 
offering guidance on practical issues arising from the reorganisation. 
In other words, we do not pretend to have written a textbook on social 
work and the health service. 


Within these limits, however, we have been able to consider a considerable 
volume of written evidence presented to us, and we have made a number 
of visits to look at experience in the field. We are grateful for all the help 
we have been given; and while our views on the more contentious aspects 
of this topic can hardly please everybody, we hope this report will show 
that we have paid careful attention to all the evidence presented to us. 


Our experience during our work has led us to believe that some clearing 
of the air is needed if authorities and professional staff are to work in 
satisfactory partnership in this very important area where health and 
social care are inextricably linked. There are misunderstandings on both 
sides, and differences of view on both professional and organisational 
issues. We have thought it right to try to bring at least some of these 
out into the open, and to do so in a way that may help to put them into 
perspective and promote better understanding. We hope that as a result 
this report may provide a basis for constructive local discussion of the 
new systems and methods of working that will have to evolve. 


Because of pressure of time and the need for early guidance to field 
authorities we have, in advance of this report, given advice on three 
topics: 

(a) Arrangements for transfer of staff at the appointed day. We 
made this our first priority, since early guidance was needed on 
arrangements for determining to which local authorities hospital 
social workers should transfer. Our views on this were incor- 
porated in a consultative document issued by the Department 
of Health and Social Security and the Welsh Office on 1 
November 1973; and following that consultation the necessary 
staff transfer order has been made.* 


* National Health Service (Transfer of Social Services Staff) Order 1974 Statutory Instrument 
No. 318—circulated with LASSL(74) 7 and DS 50/74 (Welsh Office Circular 81/74). 
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(viii) 


(ix) 


(x) 


(b) Appointment of a senior officer in local authority social services 
departments. The Working Party on Collaboration had recom- 
mended that each local authority should arrange for a senior 
officer of their social services department to be specially 
responsible, under the Director of Social Services, for the 
provision of social work support to the area health authority. 
This recommendation had been approved by the Government, 
and commended to local authorities, before we began our work. 
We felt that guidance on this post, and on the type of person to 
fill it, was needed to assist local authorities in making this 
important appointment in advance of the appointed day. We 
therefore submitted a statement of our views at an early stage 
in our work, and in the light of this the Department of Health 
and Social Security and the Welsh Office issued guidance to 
field authorities on 31 December 1973.* 


(c) Management and organisation of social work support for the 
health service. We were very conscious that field authorities and 
staff, as the date for reorganisation approached, were anxious to 
know as quickly as possible our conclusions on the way in which 
the services should be organised in the future. We therefore 
produced an interim report on this topic which the Department 
of Health and Social Security and the Welsh Office circulated 
on 5 March 1974.** 


The topic at (a) was a once-for-all transitional matter, and we do not 
deal with it further in this report. But our views on (b) and (c) are now 
embodied in this report, and form the substance of Chapter 5. | 


A report of this nature should not need a glossary. But we have found a 
number of points over which terminology can cause difficulty and—if 
only to avoid tedious and repetitive qualifications throughout the report— 
we think it will be useful to include in this introductory section some 
explanation of a number of points of usage. 


Social work “‘support” for the health service. The word “support” has 
been criticised as implying that social work has only a supporting role to 
play. This view—expressed to us with most force by a doctor, not a social 
worker—reflects a fear that the particular contribution of social work 
within a clinical team was being undervalued by the very title of the 
Working Party. We hope it will be clear from what follows that we do 
not use the word with any implication that it relegates social work to a 
secondary position. We are at pains to point out, on the contrary, how 
the two systems of health and social services should support (help, assist, 
reinforce) one another mutually. This is support between equal partners 
with distinct contributions to make to a common purpose. 


The hospital and the community. We recognise that it is wrong to set these 
two words in opposition in a way that suggests that a hospital is not part 


* LASSL(73) 47; Welsh Office Circular 5/74. 
** T ASSL(74) 5; Welsh Office Circular 73/74. 
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(x1) 


(xil) 


(xiii) 


of the community it serves. Nevertheless, central to our study is the 
proper relationship between staff and services based in hospital and those 
based outside. If we appear to err at places by drawing a false distinction 
between the hospital and the community, this is merely because some 
convenient shorthand formulation is needed. We have, particularly in 
Chapter 5, to deal with a practical problem of linking up teams in social 
services departments on the one hand with health care teams and specialist 
health services on the other. In this context we have to distinguish 
between the hospital and the “ccommunity” teams. No offence is meant. 


The “‘area team”. This term is well understood in local authority social 
services departments: it is an operational group of social workers 
concerned with a defined geographical area within the local authority. 
This is the standard form of organisation for local authority fieldwork 
services. We have detected some uncertainty in health service circles 
whether this bears any relation to the ““Area Team of Officers’’ as they 
understand it. The answer is that it does not. The area team of officers 
is the group of top officers serving an area health authority, within the 
new management structure of the NHS. When we use the term area team, 
we are referring to the unit of organisation within the local authority 
social services department covering a defined territory. 


Health care teams. Both in hospital and general practice care of patients 
is recognised as being a task for teams involving nurses and other 
professional staff as well as doctors. In this report we are using the 
terms “‘clinical team” for the team in hospital and “‘primary health care 
team” for the team in general practice. (These should not be confused 
with “‘Health Care Planning Teams’’, which are something different again. 
Within the new management structure of the NHS they are to be 
responsible at health district level for advising management on the 
organisation and development of health services for particular client 
groups in the community.) Much of our discussion has been about the 
position of social workers as members of these teams; and while we have 
inevitably concentrated on their relationship to doctors, we are quite as 
concerned with their links with nurses and other team members. 


Finally, we must make it clear that questions of pay and grading for 
hospital social workers transferring to local authority employment are 
outside our terms of reference. These are matters for negotiation within 
the established machinery for local government service—-the National 
Joint Council for Local Authorities’ Administrative, Professional, 
Technical and Clerical Services. We are aware that they are considering 
these matters and we must leave it to them to resolve the issues that 
arise—while expressing the hope that staff anxieties will soon be resolved 
by early decisions. 
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CHAPTER 1 | 
THE REALITIES OF COLLABORATION 


1. The broad aim of collaboration between health authorities and local 
authorities is not controversial. The reports of the Working Party on Collabora- 
tion* discuss many possibilities for the co-ordination of services and the sharing 
of skills and resources in ways which can be to the advantage of both sides. 
But habits of joint working and joint planning will not come easily or without 
deliberate effort. In our study we have been looking at collaboration at its 
basic level—the working together of people of different professions in service 
to patients and clients. The organisational arrangements that have been adopted 
to promote collaboration in management and planning—matching of area 
health authority and local authority areas, Joint Consultative Committees, and 
sO on—are important, since without them the two separate systems will lack the 
necessary framework within which collaboration can develop. These arrange- 
ments can promote a climate for collaboration. But they will not succeed unless 
there also develops a habit of collaboration between doctors, nurses, social 
workers and others in day-to-day working. This rests ultimately on the growth 
of understanding and confidence between individuals. 


2. All our experience during our work, both in visits and in discussions, 
has tended to throw into relief differences in attitudes and expectations which 
can only be obstacles to true collaboration at this basic level. Fortunately these 
are matched by much goodwill and a genuine anxiety to break down barriers 
and to see services interlock better. While much of our work has necessarily 
been concerned with questions of organisation and management, we have also 
been told a good deal about the “facts of life’? at working level: we hope that 
some initial reflections on these will help towards the development of new habits 
of mind and better understanding. 


3. Changes in professional attitudes will take time, and perhaps the first 
general point to be made is that the world will not have been changed on 1 April 
1974. But changes will have to follow in the following months and years if the 
full benefits of collaboration are to be seen in better care of individual patients. 
Reorganisation is a catalyst which will precipitate many changes: part of our 
object is to expose some of the issues which we think members of the various 
professions should bear in mind as they adjust to the new situation. 


* In addition to the Working Party’s report on its activities to the end of 1972, referred to 
in paragraph (ii) of the Introduction, a second report covering the Working Party’s further 
work up to July 1973 has been published. A third and final report will be published shortly. 
Topics covered in these reports include: 

First report — machinery for collaboration 
sharing of professional skills 
environmental health services 
school health services 

Second report — supplies services 
building and engineering services 
management services and statistics 
ancillary services 

Third report — financial arrangements 
arrangements for collaboration in London 
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4. Reorganisation—as social services departments already know and the 
NHS will now be discovering—is a traumatic process. NHS reorganisation 
will undoubtedly impose strains on the health service in the period ahead, while 
the social services have to cope with a second round of changes following local 
government reorganisation. During this period of change there is increased 
scope for misunderstanding, and each side will need to appreciate the problems 
of the other as it adjusts to its own new situation. Further, each side starts 
with a quite different style of management, and a quite different legacy of 
tradition in policy making and practice. 


The Seebohm reorganisation 


5. The 1970 reorganisation of the local authority social services brought 
changes of a kind which those outside the services may not fully understand. 
This was not merely an administrative upheaval. It had fundamental implica- 
tions in both structural and professional terms for the organisation and delivery 
of an ever-widening range of social services. It has been followed by some dis- 
enchantment among doctors and social workers about what they see as the con- 
sequences of Seebohm, and about shortage of resources; and many hold doubts 
about the capacity of the new social services departments to meet the needs of 
the NHS for social work support. The social services world is still working 
through the process of building a system markedly different from what had 
gone before and developing a new service. Demands on the social services have 
mounted rapidly, partly through public expectations aroused by the establish- 
ment of the new service and partly through increased obligations imposed by 
legislation. The new departments, at a time when they have had to cope with 
the stresses of successive measures of reorganisation, have also been expected 
to discharge a much wider range of responsibilities than their predecessors— 
towards the chronically sick and disabled, children in trouble, the elderly, the 
mentally ill and handicapped, and the homeless. 


6. These new responsibilities are being tackled by a service which operates 
from a resource base very different from that of the NHS. Direct comparison 
between the two services is difficult. It is not a case of comparing like with 
like—there are inherent differences in the nature of the services. The NHS is a 
distinct service directly funded by the Exchequer: local authority social services 
are one element only in a complex pattern of local services funded by local rates 
and central government grant. For both services manpower is a key resource, 
and manpower shortage a crucial constraint in development: but the social 
services are at a much earlier stage than the NHS in developing their training 
and organisational arrangements to meet their manpower needs. 


7. What is noteworthy, however, is the rate at which the personal social 
services have grown since their reorganisation following the report of the 
Seebohm Committee.* Local authorities have shown strong commitment to 
this new service. In the successive annual negotiations of central government 
grant to local government (the rate support grant) central and local government 
have together agreed to make provision for the growth of the personal social 


* Report of the Committee on Local Authority and Allied Personal Social Services— 
July 1968 (Cmnd 3703). 
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services at a high rate—more than double that for local authority services as a 
whole over the past three years. The agreed figure has been of the order of 
7%—10% during this period, and the Government has made its contribution 
on this basis. But actual expenditure by local authorities has in fact run well 
ahead of this—in the region of 15°—to the extent that it is at risk of out- 
stripping resources of manpower. There are local variations in the quality of 
the service, but there is no lack of will among local authorities generally to 
develop this service, and to give it high priority. 


8. We think it right to record this because we are aware that development 
of the new social services departments has been seen by many critics in the 
health service as leading to less effective co-operation between members of the 
health professions and social workers in the care of the sick and handicapped. 
On the other hand social services departments, in seeking to meet their responsi- 
bilities to health services, are not always aware of the image held of them by 
many in the health service, and it may be useful to set out some of the problems 
which have been brought to our notice. 


9. In the field of mental health, doctors were accustomed to working with 
a small number of specialist officers. Now they may find that their contact 
has to be with a much larger number of staff in social services departments, 
many of whom have little or no skill or experience in mental health matters. 
Health service staff have also been disconcerted by the extraordinary degree 
of staff mobility which has prevailed through the period of reorganisation and 
does not yet appear to have come to an end. In the process of setting up new 
departments and establishing structures with an enlarged hierarchy of managerial 
posts, there has inevitably been much movement of staff between departments 
and authorities. Many doctors feel they can hardly expect to see the same social 
worker twice. With local government reorganisation still to be worked through, 
this period of unsettled staffing may well persist for some time after 1 April 1974. 


10. Much of this mobility has been upwards. In manning the new depart- 
ments many senior posts have had to be filled, and experienced or trained social 
workers have been at a premium. Promotion has been widespread and often 
rapid. As experienced staff have been appointed to higher posts they have 
withdrawn from fieldwork and operational contact with other professions. The 
‘front line’? has increasingly been manned by the new entrants to a rapidly 
expanding profession. In health service circles there is a widely held view that 
local authority social workers are predominantly young and inexperienced. 
This overlooks the fact that social services departments contain large numbers 
of mature and experienced staff, and will continue to recruit them. Nevertheless 
it is true that social work is a young profession which is growing fast, and that 
the basic grades have many young, newly-qualified or unqualified staff. These 
are the grades with whom doctors are most closely concerned, and they are 
understandably worried at a situation in which a high proportion of experienced 
staff in those grades appear to have been promoted into managerial and super- 
visory posts, so that they are no longer in touch with them in day-to-day 
working. Hospital and family doctors see a system which differs from that 
with which they are familiar, where professional practice up to the highest level 
of seniority usually involves continuing contact with patients. This withdrawal 
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of experienced staff from the front line also worries many social workers, who 
feel that their professional skill is not being used to the best advantage, and 
that if the standard of professional practice already developed in the health 
services is to be maintained and improved some means will have to be found 
to enable senior members of social services departments to participate in direct 
service to clients. These are issues of considerable importance which should be 
given further consideration as the manpower situation in the social services 
moves towards greater stability and balance between experienced staff and the 
inexperienced new entrant. Meanwhile there is need for greater understanding 
of current problems, and our present purpose is simply to record this as an 
area for mutual tolerance until circumstances permit a more rational approach 
to the allocation of work at various levels of experience, seniority and skill. 


11. Discussion of the Seebohm reforms inevitably leads on to the issue 
which bedevils medical/social work relationships above all others at present— 
the nature of the so called “‘generic’’ or generalist social worker. It is widely 
believed to be of the essence of Seebohm that every social worker should 
profess a general competence in all aspects of social work practice and eschew 
specialisation. This leads to an apprehension that the future of the social 
services lies with “‘general practice” social workers who are jacks of all social 
work trades—with the inevitable corollary. For social work in a hospital 
setting the future is feared to be a watering down of specialism and a loss of 
skills which doctors have learned to recognise and value. 


12. The specialist versus generalist issue is one of much current debate 
among social workers, and in the present transitional stage there are varying 
approaches to it in different social services departments. We understand it 
to be a key issue for the future and for the future shape of training: and as such 
it raises issues going far beyond our terms of reference. But it appears to us 
that there is nothing in Seebohm to imply the wholesale abandonment of specialism 
in social work practice. The aim of the Seebohm report was the establishment 
of a family service—one door to knock at—competent to deal with all the 
inter-related social problems of a person in his family setting. This does not 
postulate a service in which every trained social worker possesses that com- 
petence in full, or possesses it to the same degree. We would think that an 
unrealistic and impracticable aim. No doubt the new service requires a greater 
breadth cf common knowledge across a wider range of social problems than 
social workers normally possessed before Seebohm. We understand that social 
work training is moving in that direction. But practice continues to recognise 
a need for specialisation, and the trend in the field at present is most strongly 
towards the generic team of workers who between them possess a sufficiently 
broad range of skills to be able to provide a full service to their community, 
reinforced by specialist consultants and resources as necessary. Even in those 
areas where there is the strongest commitment to generic working, it must be 
remembered that trained social workers will have spent as much as half their 
training working under supervision in particular social work settings—possibly 
in hospital or in general practice—and will thereby have acquired some 
specialised knowledge in their basic training, and perhaps an inclination towards 
one branch of social work rather than another. 
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13. Thus the apprehensions of many doctors about the type of social worker 
they will have to work with in future may be needlessly pessimistic. As in all 
professions, the competence and knowledge of individual officers will vary; and 
until the new service has had time to settle down many officers will be working 
in unfamiliar situations. If the result of the transfer of responsibility for hospital 
social work—as is intended—is to extend gradually the social service support 
offered to the health service and to introduce it where it is now absent, then 
it follows that many social workers will be undertaking work in this field for 
the first time and will need time to gain experience of it. Factors of this kind 
are more likely to account for any initial difficulties rather than considerations 
of social work theory or a reluctance on the part of social workers to acquire 
special understanding of the needs of the health service. 


14. In later chapters of this report we return to the questions of specialism 
in health service support and the implications for training. It is sufficient to 
say here that our enquiries have led us to the conclusion that the health service 
will continue to need the support of social workers with specialised skills in working 
alongside health service staff in health settings. There must be no question of these 
Skills being dissipated or devalued in the future. The planned developments in 
the training of social workers are not designed to produce generalists to a 
standard pattern. Social workers with special skills appropriate to work in 
health and other settings will continue to be trained and employed by local 
authority social services departments. 


The personal touch 


15. One “fact of life’ has impressed itself on us with especial force. 
Difficulties between two systems and two professions can be reduced by suitable 
organisational arrangements, and by better understanding of background issues 
such as those we have just outlined. But in the end effective partnership in the 
care of patients rests on personal understanding and co-operation by individual 
doctors, nurses and social workers. 


16. Mutual understanding and respect between individual practitioners 
develops easily and productively where there is week-by-week contact over a 
considerable period of time. Doctors learn to know when social work can 
contribute to patient care and what can reasonably be expected from it, and 
social workers learn to carry out their work in a manner appropriate to the 
particular medical situation. We have already noted the professional partner- 
ships which were common in the mental health field, where teamwork has been 
a feature of in-patient care in hospital, and in general practice family doctors 
and mental welfare officers built up working relationships based on mutual 
confidence. There is an important implication here for the way in which 
services are organised. Arrangements designed merely to establish that a social 
worker can be called in when necessary by impersonal communication from one 
system to the other are not good enough. Casual and infrequent contact between 
a doctor and a number of different social workers is not likely to promote 
effective co-operation; indeed it may, as we have been told, lead to a failure to 
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attempt communication, with consequent lack of services to patients and 
families at the time when they are most needed. 


17. An important objective of the collaboration arrangements is to develop 
better and more comprehensive social support for the health service in ways 
that have not been possible in the past. Some hospitals, and the vast majority 
of family doctor practices, have not had social workers based on the premises or 
allocated to work with them from social services departments, either because 
none were available or because the need has not been acknowledged. It follows 
that we should look for measures which will encourage the health service to 
seek support and use it properly, and the social services to give it the right 
amount of priority amongst the total demands on their resources. It is obvious 
that circumstances will generally not permit a system where one doctor will 
always be able to work with the same social worker, but we think it is possible 
and desirable to devise arrangements for doctors to communicate with the social 
services through a personal link well known to them and readily accessible. 
Similarly there should be a known channel for communication between social 
services and primary health care teams in health centres and practices, or clinical 
teams in hospital, for discussion of the total need for social support and the 
best means of organising it. Within this framework it will be possible to develop 
teams of individuals working together on a regular basis. 


18. An important point in this connection is confidentiality. This is often 
made an issue of great consequence when problems of inter-professional 
working are discussed, and it can all too easily be represented as a practical 
restraint on collaboration. It is a professional issue with implications going 
well beyond our terms of reference, and we recognise that it is a matter for 
serious concern among the professions to find acceptable solutions which 
protect the right of the individual to confidential communication with any 
professional person with whom they are in contact. But we can record as a 
matter for encouragement the fact that at no point in our discussions has it 
been suggested to us that confidentiality presents any real difficulty in working 
relationships between doctors and social workers provided there is personal 
confidence between the professionals concerned. Reservations about sharing 
information obtained in professional confidence occur on both sides, and the 
information on a social worker’s file can be quite as sensitive as that in medical 
and nursing records. For the needs of the patient to be fully understood, however, 
it is clearly right that medical and social information about him should be shared 
as far as necessary between those who are sharing in the task of caring for him. 
Our impression is that this is already happening wherever doctors, nurses and 
social workers have established habits of joint working on a personal basis, 
and that no inhibitions are felt about it. 


19. This reinforces the case for developing personal relationships between 
individual practitioners—what we have referred to as the personal touch. 
Through such relationships it is possible for doctors, nurses and social workers 
to tackle problems of patient care as a team. We regard this as a major object 
of the whole exercise. The needs of patients will be best identified and served 
if there is a genuine inter-professional partnership with each member of the 
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team making his appropriate contribution to the pattern of care. Such team- 
work is already a feature of the work of the health professions, and in many 
hospitals social workers are already full members of the clinical team. The 
future development of social work support for the health service should build on 
this pattern of teamwork and seek to extend it to areas where it does not exist. 
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CHAPTERS? 
SOCIAL WORK AND THE CLINICAL TEAM 


20. There are widely differing attitudes to the idea of teamwork between 
the health and social work professions. At one extreme are those doctors who, 
if not antipathetic to social work, at least remain sceptical of its value 
to their patients and do not go out of their way to ask for it. At the other 
are those social workers who are so anxious to avoid any impression of medical 
domination that they are reluctant to work in close partnership with doctors. 
There is also a contrast of extremes between doctors who perceive social work 
assistance solely in terms of arranging for aids, equipment or accommodation, 
and social workers who are only concerned to offer assistance in terms of 
““psychodynamics, often forbiddingly expressed” (to adopt a phrase from the 
Seebohm report). Before effective partnership between social workers and 
other professions can exist, there must be clarity about what social work has 
to offer. 


21. In many cases the appropriate contribution by the social worker may 
be at a comparatively unskilled level: the patient may need to have accommoda- 
tion arranged, or a home help, or meals on wheels, or some physical facility 
in his home. The social worker in this situation needs to know how to “‘work 
the system” of the social services department in order to arrange what is 
necessary. But this is not a task calling for a high degree of social work expertise, 
and it can often be perfectly well handled by untrained staff or assistants. 


22. One of the main problems for social services departments at the present 
time is to decide how best to use the skills of trained and qualified social workers, 
who are still a scarce resource. Much thought is being given to the allocation 
of less skilled work to assistants and untrained staff, and it will be unreasonable 
for doctors to assume that the only help worth having is that of a fully qualified 
social worker. The medical and psychiatric social workers with whom hospital 
doctors have mainly worked in the past contained in general a high proportion 
of trained and professionally qualified staff. The community-based teams of 
many social services departments at the present time are likely, by contrast, to 
include numbers of professionally unqualified staff. But these often bring great 
experience to their task and are fully competent to pay a valuable part as 
members of clinical teams, facilitating access to the resources of their depart- 
ments. (It has become evident to us that there is among health professions 
much uncertainty about the nature of the training and qualifications which 
social workers may possess and about the position of untrained staff. For this 
reason we have thought it helpful to include information about this in a later 
chapter on training). 


23. Thus part of the social worker’s role in a team will be to give access to 
the various services of the local authority, and to arrange for the provision of 
assistance through the resources of the social services department itself or some 
other social agency. This is a most important task, which is not beneath the 
professional dignity of the most skilled and highly trained social workers. 
But it is by no means the whole of the contribution that social workers can 
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make. Just as it will be wrong to assume that a high degree of professional 
qualification is needed to mobilise the facilities available in a social services 
department, so it will be wrong to assume that this is all that social work has 
to offer. Despite long experience of social work in hospital settings, there is 
still evidence of doctors looking for little more than assistance with “‘goods 
and services” from their social work colleagues. The social work profession is 
itself very sensitive on this issue, and much of the evidence submitted to us has 
betrayed great anxiety that the proper role of social work in a health service 
setting should be clearly identified and set out, so that it can be fully developed 
for the benefit of patients and families in the new situation. 


24. We received a statement from the British Association of Social Workers 
about this, from which the following is a quotation: 


““Much has been written since the appointment of the first almoner in 
1895 to demonstrate the close connection between a person’s physical, 
social and emotional functioning, and the value to be derived from close 
and effective co-operation between the social work and health professions, 
particularly the medical profession. The social worker’s contribution 
broadly lies in assessing and interpreting the patient’s environment, his 
attitude towards it and towards his illness, and the relationship between 
them, as well as in planning and carrying out treatment, after-care and 
rehabilitation. Detailed and specialist knowledge of the patient’s personal 
history, his family relationships, his employment, his functioning in 
society and his attitude to illness, are of considerable importance when 
making a medical diagnosis.” 


25. Observing that past experience has been very largely with patients in 
hospital, and that support for patients in general practice has, with a few 
notable exceptions, been virtually non-existent, the Association describes the 
task for the social worker in hospital as follows: 


““Many (patients) need help to tackle the social and emotional problems 
which complicate ill-health and its treatment, which can affect the sick 
person at any stage of his illness. They may contribute to the causation 
of disease or arise from it. Anxiety concerning personal problems may 
impel a patient to postpone or refuse treatment or may retard progress 
towards recovery. The illness or admission to hospital of one member 
impinges on the whole of his family. Social work support may be needed 
equally for the patient and for his family. It is the view of members of 
the Association that social workers with experience in the hospital 
service should extend their responsibilities as soon as possible to cover 
the whole of the reorganised health service, and that attention should 
be given particularly to developing a service in hospitals, whether general, 
psychiatric or mental handicap, where there is at present none. Social 
work should also be developed in general practice, where there are likely 
to be special opportunities for early preventive intervention.” 


Many of those who made their views known to us stressed the need for social 
workers in health service settings to have the requisite knowledge, through 
training and experience, of the psycho-social implications of ill-health or 
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handicap, and the skill to interpret this for the benefit of the patient and his 
family and for the rest of the health care team. In some cases very specialised 
knowledge of the type of disease and its likely process and outcome may be 
essential for this purpose. 


26. It is not easy to describe briefly what the social worker’s role entails in 
day-to-day work in support of the health service, because a wide variety of 
situations have to be covered. First, the work varies considerably according to 
the health service setting. It may, for example, be carried out in a hospital giving 
treatment for acute illness; in one providing long-stay care for the severely 
handicapped; in a teaching hospital; in a health centre; or in a family doctor’s 
practice. Second, the nature of treatment methods employed affects the nature 
of the social work task. For example, in a coronary care unit the task will vary 
according to whether policy of the physician tends towards early mobilisation 
or prolonged bedrest. Third, in some specialised units such as radiotherapy, 
renal dialysis, terminal care, addiction units, or secure units in the mental 
health field, highly specialised social work functions may be required to meet 
the needs of the particular patients. Very specific social work skills have been 
developed in psychiatric units for children and adolescents, where the emphasis 
is on developmental and behavioural problems in a family setting, and where 
specialised problems of a psychiatric nature in young people are under investi- 
gation. Finally, in all these settings social work functions change as new 
knowledge affects treatment methods and the organisation of medical care. 


27. Inside hospitals many different calls may be made on social workers. 
They may be needed on the wards, in out-patient clinics, or in day hospitals 
and other extra-mural facilities. They may be called in at any point in the 
period from before admission to final discharge, according to the needs of the 
patient and his family, or according to the need of the clinical team for advice 
and assistance on social aspects of his care. In some hospitals only a proportion 
of the patients will need their help: in others the majority will do so at one time 
or another. Their work with patients may be spasmodic; or it may be concen- 
trated at those periods when personal problems, family problems, or problems 
of adjustment to a new situation are overwhelming. The help required may be 
short-term, when intervention at the time of crisis may suffice to enable the 
family to manage by itself; or it may be long-term when permanent disability 
is involved, or when progress towards recovery is obstructed by personal 
problems, whether emotional or practical in origin. 


28. The social worker has a contribution to make to the work of the clinical 
team at various stages in the care of a hospital patient: 


(i) Diagnosis. Assessment of the social factors involved may be an essential 
contribution to diagnosis, and this is a task in which social workers are 
much involved. 


(ii) Treatment. Decisions on the best method of treatment, where alternatives 
are available, sometimes depend as much on social as on medical 
considerations. Medical services aim to provide the best known or best 
available treatment for the patient’s complaints so far as they are under- 
stood. This may be ineffective or reduced in benefit to the patient if it 
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is delivered without consideration of his way of life and his potential for 
adaptation in social terms. The patient may need re-assurance to dispel 
unwarranted fears, or support in facing unpalatable reality and practical 
assistance to make plans for changed circumstances. 


(iii) Discharge. Decisions about the timing and arrangements for discharge 
from in-patient care should be made in full knowledge of the social as 
well as the medical situation of the patient. This can be a stressful time 
for him, especially after a long period in hospital or if he has to face 
changes as the result of illness or handicap. The family may also need a 
good deal of support. The social worker’s function is to provide the 
team with a social assessment of any problems surrounding the patient’s 
return home or to alternative residential accommodation, and to take 
any necessary action. 


_ (av) After-care. In some cases help may be required long after discharge from 
the hospital ward or clinic. Attempted suicide, abortions, non-accidental 
injury to children or wives, alcohol or drug abuse—these are all examples 
of situations where medical attention may be short-term but where the 
crisis has revealed a need for extensive social rehabilitation and therapy. 
Humane and effective care of the severely mentally handicapped, the 
young chronic sick, and the elderly with deteriorating mental or physical 
conditions requires long-term planning of complementary health and 
social care. Social workers share in the task of providing long-term 
support for such patients with general practitioners, health visitors, and 
community nurses. 


29. In addition to providing a direct service to patients and families in 
association with other members of the clinical team, and advising on the social 
aspects of treatment, the social worker also has a responsibility to contribute 
to the team’s approach to the organisation of patient care. The modern trend 
is for hospitals to become outward-looking and to regard themselves as an 
integral part of a total service to the surrounding community. The social 
worker can assist in this process through knowledge of, and contact with, a 
wide range of community services, including the voluntary organisations, and 
through awareness of social conditions in the neighbourhood as they change 
and develop. 


30. Social workers also have an important training function in hospitals. 
Students of health disciplines add to the training they receive on the social 
aspects of health care the experience gained by working alongside social workers 
and learning from them. Social work students have to be given experience of 
acute and chronic illness in a hospital setting, and to learn from experienced 
social workers the skills needed to handle problems related to illness or handicap 
in families and to deal with the day-to-day emergencies to which they give rise. 
This is as important for those students who will eventually work in community 
social services as it is for those who will choose health settings when they 
qualify. Many community based social workers are dealing with socially 
inadequate families where mental health problems are a contributing factor, 
and their understanding can be incomplete without some degree of first hand 
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experience of caring for patients with mental illness or handicap in acute or 
severe form. 


31. Outside hospitals, general practices and health centres offer new oppor- 
tunities for social work participation and we consider the development of social 
work support for these services to be so important that we have given it separate 
attention in Chapter 3 of this report. Family doctors and the nurses working 
with them deal with a high proportion of health problems which do not re- 
quire specialist care but persist, and seem to have their origin in personal 
maladjustment or family disharmony. Social work intervention can sometimes 
be effective in relieving stressful social situations with resulting improvement in 
health, or in arresting the development of more serious illness. Social workers 
can also complement medical and nursing care of mentally or physically handi- 
capped people living at home by helping the family in various practical ways, 
or simply by offering a supportive relationship. They can contribute to health 
centre activities such as centres of the elderly or family planning clinics. 


Teamwork in patient care 


32. We have discussed the contribution that social work can make to the 
care of patients in terms both of providing support from social services and of 
providing professional skill in diagnosis, treatment and after-care. In doing 
so we have referred frequently to teamwork, and it should be clear that we see 
social work support for the health service largely in terms of associating social 
workers with health service professions in health care teams. What does such 
teamwork imply for the members of the teams? 


33. We suggest that teamwork in a clinical situation means that all members 
of the team accept that each has a professional contribution to make in his own 
right; and that it is both the right and, equally, the responsibility of each member 
of the team to make that contribution if the patient needs it. Such a responsibility 
derives not from the prescription of the head of the team, but from the right of the 
patient to have the benefit of all the team’s skills as he needs them. We believe 
that if these principles of teamwork are accepted then doctors, nurses and social 
workers will find it much easier to work together as partners than has sometimes 
been the case. In particular, the social worker will not feel that his access to 
the patient is contingent upon the direction of any other professional in the 
team (e.g. the doctor or the ward sister), but derives from his responsibility to 
the patient to make available the skills that he needs; conversely the other 
members of the team will feel entitled to rely on the social worker to take 
responsibility personally, or by liaison with other social workers, for the social 
work component of the needs of all of the team’s patients. The definition of 
each member’s contribution is a matter of negotiation between ail members 
of the team. It will usually derive from a collective discussion of a case and an 
agreed apportionment of responsibility for different aspects of its management. 
The responsibility of each member is then to the team as a whole for the 
performance of the contribution upon which the whole team has agreed. 


34. This may be thought a somewhat idealised approach which makes no 
allowance for the relative weight of the skills and experience of different 
professions. Within any such team the weight of the contribution made by 
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any individual member will, of course, depend on his personal capacity, 
knowledge and experience. Nevertheless, it is inherent in the idea of partnership 
between professions that none can prescribe to others in matters which lie 
within those others’ professional competence. However senior a doctor and 
however junior a social worker (and the balance will not always be this way 
round) the relationship requires an acceptance that ultimately each professional 
is the best judge of what it is right for him to do and of the way in which he 
does it. These matters, of course, are open to discussion within the team and 
often other members can make contributions in each other’s fields. Indeed, in 
the realities of the world it is quite likely that a junior social worker will often 
be particularly open to guidance from more experienced people in other 
disciplines just as a junior doctor often leans upon the experience of a more 
experienced ward sister or social worker. But the ultimate professional responsi- 
bility must be accepted as lying where it belongs—with the professional 
concerned, and where necessary with the more experienced senior staff who 
stand behind him. The social worker will also be well placed to advise the 
team of the availability of the social services department’s resources, and this 
will sometimes mean that he will need to persuade the team to moderate its 
expectations for social services resources when it is clear that it is unlikely in 
a particular case that they can be met in full. But his judgement in these matters 
will be accepted by the other members of the team only if they have confidence 
in his being an effective advocate within the social services department for the 
team’s share of its available resources. 


35. Clearly, the development of teamwork to this degree implies a good 
deal of modifying of preconceived attitudes all round. The process is one of 
mutual learning; and it is encouraging to read, in one study of teamwork in 
general practice,* how this process can quickly modify attitudes among all 
members of the team and extend their respect for each other’s expertise and 
functions. 


“Individual members of the team widened their concepts of their pro- 
fessional skills and discovered new delineations of roles; they also became 
more comfortable about interchange of functions. They adopted more 
flexible and imaginative attitudes towards the areas of client needs which 
are characteristically vague in primary medical care. At the same time 
everyone became more sharply aware of their individual skills. At the 
end of the project the early conflicts over rigid boundaries and functions 
of, say, health visitors and social workers appeared in retrospect so 
inappropriate that the team looked back at themselves with surprised 
amusement.” 


36. While it may seem a distant prospect, with present numbers of social 
workers, that this degree of teamworking can be developed throughout the health 
service, it should be the aim to work towards it as resources permit; and among 
the evidence submitted to us we can record a desire for it on the part of doctors. 
The British Paediatric Association have expressed— 


* “Social Work in General Practice’? by E Matilda Goldberg and June E Neil—National 
Institute for Social Work Training, 1972. 
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“an ungrudging recognition of the essential contribution of the social 
workers, . . . a desire to make clear the welcoming nature of our approach 
to social workers as a body, and our determination to see the reorgani- 
sation of the health services as presenting an opportunity to achieve the 
fuller and more effective co-ordination between our respective disciplines.” 
1 
37. To attain the degree of mutual respect on which teamwork must depend 
some basic rules of practice can, we think, be postulated. They amount to no 
more than the common courtesies of teamwork—some practical questions of 
good manners: but they are extremely important. 


38. First, there must be some continuing personal relationship between 
individuals—the personal touch we referred to in Chapter 1. Long-term 
relationships are better than short-term. A loosely-knit team with constantly 
changing membership will not function as well as a more settled one, or may 
not work at all. 


39. Second, regular opportunity for face-to-face contact by members is 
essential. A voice at the end of a telephone is not enough. The team must get 
together regularly and on defined occasions for discussion, and to establish a 
background against which continuing informal contact can develop. 


40. Third, team members should report back to the team on action they take. 
In the social worker’s case this implies a routine procedure for ensuring that 
the up-take of a case is acknowledged; that the result of any action is reported 
back; and that closure of a case is recorded. In the doctor’s case it implies a 
routine procedure for ensuring that the social services are given wherever 
possible warning of impending discharge or of approaching need for services, 
or of any substantial change which may affect the patient’s situation or that 
of his family. 


41. Fourth, it should be recognised that priorities will often be differently 
assessed by different members of the team. Doctors often have to make 
immediate decisions without waiting for an opportunity to consult other team 
members. If they do so on assumption that some supporting course of action 
by the social worker in their team will immediately follow, but have not 
consulted the social worker about it, there is obvious room for difficulty and 
disagreement. The snags lurking here are best faced openly, and there must 
be give and take on both sides. Social workers placed in this position should 
recognise the pressures on doctors to take urgent decisions, and should do their 
best to respond in the way expected, understanding the urgency felt by their 
colleagues in the team. Equally, their colleagues should recognise that lack of 
resources on the local authority side may make it impossible for social workers 
to meet the demands made of them as quickly as had been hoped. Local 
authorities, for their part, should recognise that the procedures of consultation 
and reference back which they often require of social services staff—particularly 
where the allocation of expensive resources is concerned—can lead to delays 
in resolving a case which may destroy confidence between members of a clinical 
team. 
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42. Finally, the social worker attached to a team should not necessarily be 
expected to carry all responsibility for the social work follow-up of every case. 
The aim of continuity of care should not lead to a presumption that every case 
must be handled by the team’s own social worker. In many situations this will 
not be the best or most appropriate use of his skill or time, and it could well 
lead to his becoming overloaded and so causing delay. His duty to his team 
members is that he should keep them informed when he proposes to pass a 
case on, keep track of it through contact with the other social worker concerned, 
and report back on the outcome in due course. 


43. All these ground rules are concerned, in one way or another, with 
aspects of communication between individual doctors, nurses, health visitors 
and social workers. When we come on to considering questions of organisation 
and management in Chapter 5, it will be found that communication is no less 
important an issue in the relationship between the two systems, NHS and local 
government. 
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CHAPTER 3 
SOCIAL WORK AND PRIMARY HEALTH CARE 


44. In Chapter 2 we drew attention to the importance we attach to the 
development of social work support for the family doctor services. In this 
chapter we give our views on the need for further experiment in the organisation 
of collaborative working between members of primary health care teams and 
social workers and social services departments. We are, of course, fully aware 
that trained social workers are in short supply and that the pressures on Directors 
of Social Services to provide social workers for teams working in various health 
and other settings are such that at the present time any large-scale expansion 
in full-time attachment to individual and group practices is unlikely. Neverthe- 
less we make a strong plea that experimentation in the field of social work and 
primary health care should receive urgent consideration by the professions and 
by the health and local authorities. In this we reiterate the recommendations in 
the Seebohm Report (now five years old) that social services departments should 
make a determined effort to collaborate with local general practitioners, and 
that a variety of experiments in team work should be started. 


45. A five year action study was begun in 1965 in a group practice in Camden 
and was reported in “Social Work in General Practice,” by E M Goldberg 
and J E Neill.* This report provided us with valuable information on the way 
in which the multi-disciplinary team in that practice worked, the characteristics 
of clients referred for social work help, and the way the social worker’s method 
of working evolved during the course of the project. The authors concluded 
that it was not necessarily the case that full-time assignment of a social worker 
should be made to every group practice, and they made several suggestions for 
alternative methods of promoting collaboration, which we hope will be adopted 
more widely. Health centres where numbers of family doctors work with 
supporting nursing and other health personnel are obvious sites for full-time 
attachment where resources permit, and we hope that all new health centres will 
be designed to include accommodation for the use of social workers. In smaller 
group practices arrangements can be made for regular consultations between 
the practice staff and social workers from the social services area teams, at 
which referrals can be discussed; some of these can then be dealt with on the 
premises, and others taken away for more long-term attention using the 
appropriate community resources. One suggestion of Goldberg and Neill 
which we thought of particular interest was that full-time attachment for a 
limited period would be justified in order to build up habits of joint working 
and create channels of communication between the staff of the practice and the 
social services department which would survive after a time on a less formal 
basis. This method would permit scarce resources to be spread more widely, 
and their use tested in various situations. 


46. We know that a number of social services departments have already 
established a system of social work support for some practices and health 
centres, and that discussions between Directors of Social Services and family 
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doctors are continuing. We offer some guidance which we hope will encourage 
and assist in this important area of professional collaboration. Whatever the 
methods of providing social workers for practices which can be adopted now, 
or made an aim for the future, it is important that the need for team work in 
this setting, and its advantages, should be fully understood by doctors, social 
workers and administrators of social services departments. 


47. At risk of stating the obvious, we should remind social services depart- 
ments that, with very rare exceptions, every individual coming to them for help 
is registered with a general practitioner. The problems which people have do 
not divide neatly into those resulting from ill health and those with social 
origin, though one may predominate at one time or another. Both health and 
social care in the community is moving towards the same objective—that of a 
family-based approach taking into account not only the needs of the individual 
but his social setting. At the very least, these facts establish the case for a vastly 
improved communication system between social services departments and 
general practices; and the family doctor has an interest in being informed when- 
ever patients on his list are receiving help from a social services department. 


48. On the other hand, the family doctor and his team are frequently the 
first point of contact for those seeking help with their social problems, and the 
person to whom other agencies (for example the police) or other people like 
relatives and neighbours may turn when someone is seen to be in difficulty. 
The medical content of the circumstances in which the doctor is approached 
may be minimal at the time, but potentially serious; and further reference by a 
family doctor to a social worker may not only be appropriate to the patient’s 
immediate needs, but may prevent the development of more complex situations of 
stress and breakdown in health. Some situations can be met simply by the 
dispatch of information or by a letter or telephone referral. But there are others 
in which the nature of the problem may not be clear, or where medical and 
social factors are inextricably interwoven and may call for an integrated 
programme involving personnel from the primary health care team and from 
the social services department working together on behalf of an individual or 
family. 


49. It is clear from studies of experimental attachments to individual and 
group practices that once there is a social worker working with a primary 
health care team and known personally to its other members, the number of 
referrals from the doctors or nurses for social work help increases rapidly, and 
genuine team work develops once there is mutual understanding of the part 
that social work can play in this setting. We do not think there are clear 
demarcation lines which can be laid down to distinguish the roles of the various 
professional members of every team in every practice. General practitioners 
vary in their method of working. Some for example regard counselling on 
personal and family relationship problems as their responsibility. Others would 
prefer to hand this over to a health visitor or social worker, or they may feel 
that the pressures of a busy practice do not allow them to undertake this time- 
consuming work to the extent that is required. We do not want to suggest that 
social workers should be included in practice teams to take over any part of 
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the doctor’s work, or to relieve him of demands on his time. But we do think 
that there are opportunities here, as in the hospital clinical teams, for the practice 
of complementary kinds and levels of expertise by members of a primary health 
care team which will lead to a more comprehensive service to their clients. Doctors 
with experience of working closely with social workers have said that, far from 
saving medical time, the availability of a social worker sometimes increases 
their own involvement as a joint medical/social assessment of need may reveal 
a more complex situation than appears on the surface. They nevertheless stress 
the positive contribution such teamwork can make to the preventive aspects 
of family health care. As in the hospital setting, if the concept of teamwork 
between doctors, nurses and social workers is accepted as a collection of different 
professional skills put together in equal partnership, the various roles and 
responsibilities of each member can be easily worked out to fit individual 
inclination and ability, and to adapt to any special features of a doctor’s practice. 


50. The range of functions which can be carried out by social workers 
attached to primary health care teams has been identified in studies of experi- 
mental attachments, and can be summarised as follows: 


(i) Social assessment and evaluation as a contribution to diagnosis. This 
includes investigation of the social setting—for example, the functioning 
of the patient in social and family relationships. Both health visitors and 
social workers can help in this, when knowledge additional to that the 
doctor already has is needed to clarify or enlarge the picture, or when 
assessment of these factors from a different point of view may assist a 
comprehensive diagnosis. 


(ii) Application of social work to assist the treatment process. Various 
methods of therapeutic work may be employed, with individuals, with 
families, and with groups of patients; and work may be done individually 
or together with other members of the team. 


(iii) Mobilisation of services from the local resources of social services depart- 
ments and voluntary organisations and liaison with other local authority 
or government departments, e.g. housing, education, social security, the 
courts and probation service. 


(iv) Educational work with the team on the significance of social factors in 
health care, including teaching and supervision of students working in 
the practice. 


(v) Consultancy and advice for other staff in the social services department. 
This may involve advice on the care and handling of individuals and 
families registered with the practice, or more general advice on identi- 
fication of local need for social services as revealed in the practice or 
health centre. 


51. Research has also demonstrated, by analysis of the characteristics of 
those patients referred to an attached social worker, that certain groups are 
particularly likely to have social problems. The elderly, single, divorced or 
separated have been found to predominate, and many more women than men 
were referred for the social worker’s help. Goldberg and Neill found also that 
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the occupational distribution of those referred reflected that of the neighbour- 
hood, and that there was no undue weighting towards the less privileged social 
classes. This adds weight to our belief that general practice is a strategic place 
for identification of social problems among people who may at present not be 
coming to the notice of social services departments. Many of these people 
require a social rather than a medical solution to their difficulties in the long 
term, if not immediately—for example, to relieve the stress of loneliness and 
isolation, bereavement, or reduction in physical capacity such as loss of hearing 
and sight in the elderly. The assistance of a social worker brought in from 
outside the practice by a letter or telephone referral, is often rejected by the 
patient. But such help may become acceptable if it is offered by a person clearly 
seen by the patient to be a colleague of the doctor and nurse in the team. 


52. Some doctors have found that the greatest social work contribution to 
the work of their practice has been in the area of mental ill-health or psycho- 
logical disturbance, symptoms of which are found in a high proportion of their 
patients. Many of these patients do not require, or are not willing to accept, 
specialist treatment in a hospital or clinic, but they can be a tremendous burden 
in general practices. Social workers with particular training and experience in 
this area of work are probably needed to help with such cases, and these will 
certainly not be available in large numbers. But where there are doctors and 
social workers interested in developing a joint approach to problems of mental 
illness and psychological disturbance, we urge that further experimentation 
should be made in attachments giving sufficient time and continuity to allow 
for it. 

53. We are aware that the number of family doctors anxious or willing to 
accommodate social workers within their practices is not proportionately very 
high at present. We believe however that interest is growing and we are 
impressed by the enthusiasm of those who have had experimental attachments 
and have written of their findings. Where there have been failures, the reason 
may be that plans for joint working have not been sufficiently discussed and 
mutual appreciation of the scope for social work as well as its limitations has 
not been established from the beginning. Directors of Social Services, too, 
have to be convinced that amidst all the other pressures on them, any priority 
they give to assigning staff to this work is justified by the results, and they may 
think that scarce social work resources should be deployed more, for example, 
in forging close links with schools rather than with general practice. Never- 
theless, in the context of our study of social work support for the health ser- 
vice, we are in no doubt of the importance of developing this link between 
social services departments and general practice as rapidly as resources permit. 
In a field of discussion which has tended to be dominated by the question 
of hospital-based social work we wish to emphasise that we see development of 
support for general practice as a priority for the future, since it presents a major 
opportunity for significant improvement in methods of health and social care. We 
have deliberately chosen to present our views on this first, before going on to 
consider the position of the hospitals. 


54. We hope therefore that discussion between doctors, nurses, health 
visitors and social workers, and between social services departments and area 
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health authorities, will develop, and that opportunities will be taken to try 
out various methods of working together in the general practice setting. Perhaps 
the most important change needed is one that would influence attitudes. We 
believe that there are many misconceptions which would be reduced by more 
face-to-face contact anywhere where the professions meet together to discuss 
common objectives. Multi-disciplinary meetings and seminars are becoming 
more common in many areas of health and social services collaboration, and 
we hope that there will be an increase in those concentrating on the primary 
health care services. 
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CHAPTER 4 


SOCIAL WORK IN HOSPITALS: SOME PRACTICAL 
EXPERIENCE 


55. Even before 1 April 1974 some local authority social services depart- 
ments were providing social work in hospitals. In some cases this was because 
the hospitals had not been able to make adequate arrangements themselves and 
had turned to the local authorities for assistance. In others there had been 
local agreement to explore the advantages of a more integrated social work 
system. We made a number of visits to discuss these arrangements locally, and 
found that they helped to clarify issues which local authorities and area health 
authorities will now need to face. In this chapter we discuss some of these 
arrangements, but it is not our intention in doing so that any one of them 
should necessarily be a model for action in other areas. Each context is in 
some way unique, deriving from local circumstances and preferences. 


56. Some of the more general conclusions which we have drawn from these 
visits have already been set out in Chapter 1. But we have also been able to 
gain impressions of the practical problems of organisation and management 
that have arisen through different approaches. We have found there is no single 
solution; if we record that none of the schemes that we have seen appears to 
have solved all the problems, this is not intended as criticism. This is difficult 
territory, and it would be surprising if the first ventures into it had produced 
impeccable solutions. We have tried to derive from our visits some principles 
for the organisation of social work in health service contexts, and these are set 
out in the next chapter. But we have had to recognise limitations on the detail 
into which we could go; situations on the ground vary widely, in terms of 
organisation, resources and—it must be said—attitudes. 


57. Differences in catchment areas will be a problem everywhere. Local 
authorities generally provide social services through teams covering defined 
geographical areas, while health care is normally provided by teams of doctors 
and nurses whose patients come from catchment areas which are less precisely 
defined. We found that where local authorities were already providing social 
work support for hospitals the problem of building links between health care 
teams in the hospital and the area-based social services teams outside had 
become a central pre-occupation, and we saw a number of different solutions, 
which are outlined below. Should the service be based on social workers in 
hospital or on area teams outside? And should the social workers dealing with 
cases in the hospital relate primarily to the area team structure outside, and so 
concentrate on cases coming from a particular area; or to the clinical teams 
inside, and so concentrate on cases dealt with by their teams regardless of 
where the patient comes from? When posed in sharp terms like these, with an 
implication that one or other course must be the right one, these questions are 
very hard to resolve satisfactorily, and we saw evidence of a number of diffi- 
culties ensuing when systems are evolved to provide a single answer. 


58. These problems are less prominent in mental illness hospitals which 
operate in “‘divisions”, each serving a defined part of the hospital’s catchment 
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area. This arrangement has been recommended to hospital authorities as the 
first step in a long-term strategy of replacing large mental illness hospitals by 
local facilities in each district general hospital; and the hospital divisions are 
intended to look forward to this eventual arrangement by establishing links 
with the smaller catchment areas of future district general hospital units. Such 
steps offer the possibility of establishing some correspondence of catchment 
areas between the mental hospital divisions and social services areas, and one 
scheme on these lines is described below (Scheme E). But more commonly it 
has been necessary to explore support systems which have to cope with this 
problem of differing catchment areas. Our enquiries have shown that there 
are a number of possible approaches. We describe in the following paragraphs 
some of the possible solutions which we have seen. 


Scheme A: Support from area team staff based outside hospital 


59. It is possible to attempt to provide all support to the hospital from staff 
in area teams outside the hospital, who can come into hospital to deal with 
cases referred by clinical teams involving patients from their territories. We 
were told of one such scheme which had been abandoned because of complex 
problems of communication. The network was difficult to operate, and referrals 
had been made only for the more obvious practical services for which doctors 
saw a need. Social workers had had no opportunity to form personal links 
with health care teams or to become partners in these teams. 


60. A modified version of this approach, while continuing to rely on staff 
in local authority area teams, tried to overcome the communication difficulty 
by assigning particular workers in the teams to particular groups of consultants. 
Under this arrangement the assigned social workers’ time was divided; they 
were required to give about 70% of it to cases referred from their consultants, 
and 30% to cases referred from their area teams outside the hospital. As 
members of the area teams they were accountable to their team leaders and so, 
ultimately, to the Assistant Director of Fieldwork in the social services depart- 
ment. Outside that operational hierarchy there was a senior officer with an 
advisory role within the department’s headquarters structure, experienced in 
hospital social work and responsible for co-ordinating the arrangements between 
the teams and the hospitals, and for providing professional consultancy. This 
system was designed to provide a personal contact for every health care team 
in the hospital and to devote a fixed share of the resources of each area team 
to support of patients in the hospital. The assigned social workers dealt with 
all referrals from their consultants, unless the patient was previously known to 
another social worker, in which case they passed it on. They also dealt with 
the longer term follow-up of discharged patients within their own areas, and 
passed on patients resident in other areas to colleagues in other area teams as 
appropriate. 


Scheme B: Support from area team staff based in hospital 

61. Another possible approach is to rely on support from area teams out- 
side the hospital, but to have some detached members of those teams based in 
the hospital. We studied a scheme of this kind which had been negotiated 
between the hospital authorities and two local authorities in the hospital’s 
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catchment area. There was an existing hospital social work department, and 
the agreed arrangements resulted in some—but not all—of its staff transferring 
to local authority employment and becoming members of the authority’s area 
teams. These social workers remained based in hospital, and accepted all 
referrals from within the hospital of patients who came from their team areas. 
Thus their direct relationship was not with individual doctors but with the local 
authority area covered by their community-based teams; and they dealt with 
all hospital patients from that area, regardless of which clinical team was 
concerned. They could arrange for another member of their area team to 
follow a patient into hospital, if he was already dealing with him; and they 
could follow patients referred to them in hospital back into the community, 


calling on the resources of the social services department as full members of 
the area team. 


62. Some features of this scheme should be noted. First, it had been 
introduced as the result of careful discussion between all the parties concerned, 
so that there was good understanding of its aims and methods and corres- 
pondingly less room for unreal expectations likely to lead to disappointment. 
Second, the scheme did not rely exclusively on social workers based in area 
teams. Those members of the hospital social work department connected with 
the geriatric and psychiatric departments remained as before working with 
particular clinical teams within the hospital. The system was mixed: all 
social work staff were based in hospital, but some medical specialties retained 
social workers working in direct association with the clinical teams, while 
others relied on workers linked with the local authorities’ area teams. Third, 
there was a principal social worker available in the hospital to co-ordinate all 
social work activities as a focal point of contact for medical and nursing staff. 
She remained directly responsible for those staff working with doctors in the 
geriatric and psychiatric departments. Those linked with the area teams were 
not supervised by her, but by their team leaders. Nevertheless she was able 
to give them advice when necessary, and to give guidance to the local authorities’ 
team leaders about their new responsibilities towards the hospital. 


Scheme C: Support from separate hospital-based teams 


63. An alternative pattern of support is that which relies on hospital-based 
teams of social workers to take all referrals within the hospital, their links being 
with hospital departments rather than area teams outside. In the example of 
such a scheme which we studied there were two such teams in the hospital. 
The local authority’s services were organised on an area basis, each under an 
area director, and within each area there were a number of teams under team 
leaders. The two hospital teams were to be equal in status to these teams, and 
to be responsible for management purposes to one of the area directors. The 
hospital teams were to be linked with consultants and take patients referred 
by them without regard to the geographical basis of the area teams outside the 
hospital. Each hospital team would be dealing with patients from all parts of 
the local authority’s territory, and working in parallel with all the area teams. 
Where a patient was already known to a social worker in an area team, he 
could follow the case into hospital. The staff of the two hospital teams could 
also follow their patients back into the community as necessary. 
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64. This scheme provides for a situation of complete overlap between the 
hospital teams and the area teams. The management of the interlocking pattern 
of communications that could result seems likely to call for a good deal of 
attention within the management of the social services department, and the 
intention was to appoint a principal social worker with special responsibility 
for health service support. This officer would not be responsible for managing 
the two hospital teams, since that task fell to one of the area directors, but 
would act as professional consultant to the hospital teams and as adviser on 
health service support generally to the local authority . 


Scheme D: Support from hospital-based teams linked with area teams 


65. We saw one scheme where the local authority and the hospital manage- 
ment committee had worked together to produce a service which integrated a 
hospital-based team with the area teams of the local authority social services 
department. The members of the hospital-based team were attached to clinical 
teams in the hospital; but each was also attached to an area team in the local 
authority fieldwork service. The social workers thus had affiliations both to 
clinical teams in the hospital and area social work teams outside. This dual 
responsibility was matched in the managerial structure of the social services 
department, where there was an Assistant Director (Medical Social Work) and 
an Assistant Director (Fieldwork). Under this system casework was categorised 
according to its main content as either hospital-based or community-based. 
For hospital-based casework the social workers’ accountability ran through 
the senior member of the hospital social work team to the Assistant Director 
(Medical Social Work); for community-based casework it ran through the area 
team leader to the Assistant Director (Fieldwork). Within this system a hospital 
based social worker took referrals from the clinical teams to which he was 
attached; and if a patient lived in the area of his team outside, he kept the case 
for any further work needed after discharge from hospital. If the patient came 
from a different area, he passed the case to his colleague in the hospital team 
linked to that area. If the patient was already on the caseload of a social worker 
in an area team, that social worker could follow the case into hospital, and the 
hospital team could help to facilitate this. 


Scheme E: Support for a large psychiatric hospital operating in ‘‘divisions”’ 


66. This is the situation referred to in paragraph 58 above, where the 
problem of relationships between different catchment areas does not arise. In 
the example we studied, the catchment area of the hospital covered 6 local 
authority social services areas, and the hospital divisions were matched to those 
areas. One social worker from each area was made responsible for the social 
work of the clinical teams covering that area. The objective was to provide 
two social workers for each clinical team in the hospital, but this was far from 
being achieved. It had taken the local authority time to build up support to 
the extent of one social worker for each area, so that some teams were still 
having to share social workers. The social workers concerned were specialists, 
with experience and qualifications in the mental health field, who concentrated 
in the social work aspects of the psychiatric medical practices to which they 
were attached. They worked with the patients of those practices both inside 
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and outside the hospital, and thus had joint responsibilities to the health care 
teams and to the local authority area teams. They were not based in the hospital 
(with exception of one who had previously been based there and had continued 
working there), and much of their work was done away from the hospital. 
They attempted to share in the responsibilities of their local authority area 
teams by taking their turns at duty days and so on. As members of those teams 
they were within the management chain of command of the fieldwork services 
of the local authority. But the service they offered to the hospital was co- 
ordinated by a principal social worker at the headquarters of the social 
services department, who also offered professional consultancy and support to 
the social workers. He was not in the chain of management command for the 
area teams, nor a member of any of them; nor was he based in the hospital. 


Discussion 


67. We confined our visits to places where new models were being devised, 
to see what lessons could be learned. This led us to concentrate on the problem 
of linking hospital and community services, since this is the area of most 
evident difficulty. In the longer term we think that the reorganisation is quite 
as important in the scope it offers for linking social work with general practice. 
But there are unfortunately not many actual instances available for study at 
present. 


68. So far as the hospital/community link is concerned, the systems we have 
seen have all tried different approaches to a similar objective. None has dis- 
mantled an existing hospital-based team, but each has explored a different way 
of establishing this link. They have demonstrated possibilities of basing staff 
either in hospital or outside, and of linking them either with clinical teams or 
area teams. It is early days to be sure that their pros and cons have been fully 
identified, but we have set out our impressions of them and we were helped 
towards our general conclusions by what we saw. 


69. Of the five schemes reviewed above, Scheme C had made the least 
change from previous systems. Much planning had gone into this scheme, but 
we felt that there was still uncertainty about personal relationships which 
might present difficulty. There was intended to be a linkage between hospital 
and area-based teams, which were clearly seen as part of a single, integrated 
local authority service. But this rested on the fact that the two hospital team 
leaders were responsible to one of the area directors. Yet for most operational 
purposes it seemed likely that they would look to the principal social worker 
for health services for support and guidance. Their relationship with other 
area directors was unclear, and there was a risk that health service social work 
and community social work would develop on parallel lines with too little 
provision for linkage between them. 


70. By comparison, Scheme D presented greater opportunities for integration, 
for it retained a hospital-based team, each member of which was attached both 
to a clinical team in the hospital and to an area team outside. But the dual 
accountability of the social workers could obviously create a good deal of tension 
if it were not managed with understanding on both sides, and it appeared to 
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rest heavily on the good-will of managers in the two parallel chains of responsi- 
bility. Much also depended on clarity about the split into hospital-based and 
community-based cases, and this was obviously difficult to regulate with any 
precision. The system appeared to be working well, through good co-operation 
on all sides, and to be giving satisfaction to the hospital staff, but we gained 
the impression that it had not achieved a very close integration of the services 
inside and outside the hospital. Possibly because of the potential complexity 
of the situation in which the hospital-based social workers were placed, it 
appeared that the traditional pattern of hospital-based social work had in 
practice not been significantly altered, and that the link with the area teams 
remained tenuous by comparison with the relationship with health teams in 
hospital. The system was explicitly designed to link the two together. It was 
still fairly new, and over a period of time it might well succeed better in this. 


71. This scheme, as others we saw, gained much from the close personal 
attention from the Assistant Director (Medical Social Work), who had been 
appointed to set it up in the first place, and who was concerned to build up the 
necessary relationships for it to operate effectively. We found it significant 
that both she and her Director of Social Services thought that the creation of 
her post at a sufficiently senior level had enabled her to play a useful! part in 
general policy discussion within the social services department, so that expertise 
in both hospital and community social work was brought to bear on the planning 
of services in areas where there were interlocking problems of health and social 
care. Integration of services at this level of management and policy formation 
is clearly as important as at the operational level. 


72. Schemes A and E differed from Schemes C and D in attempting to 
organise social work for the hospitals in question wholly or mainly from area 
teams outside the hospital. A particular feature of Scheme A was the deliberate 
attempt to integrate those concerned with hospital cases fully into the area 
teams by giving them a share of other casework. This was welcomed by the 
social workers concerned, who appreciated the opportunity to operate within 
a social services department team. But the scheme was much criticised by 
consultants on the ground that their access to social work help was still not 
direct enough. Without any point of immediate contact with a social worker 
readily accessible within the hospital, they felt that the system remained anony- 
mous and that communication was difficult. The social workers themselves 
felt some conflict in the demands made by their hospital and area responsibilities: 
some clients outside hospital presented immediately pressing problems which 
could hardly be ignored and might appear more acute than those of a patient 
in hospital. The consultants felt that in this situation of divided loyalties the 
hospital always came off second best. They had not had a strong social work 
department in the hospital previously, but there had at least been a social 
worker whom they could always contact and through whom liaison with the 
local authority services could be established. The situation appeared to be one 
where the local authority’s efforts to provide a higher degree of support than 
the hospital had previously enjoyed were nevertheless encountering difficulties 
of communication. Until these were overcome, there would be insufficient 
confidence for effective team-working to develop. 
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73. In scheme E the social workers were not based in the hospital (with 
one exception), and did much of their work away from the hospital, sharing 
to an extent in the responsibilities of their area teams. They saw considerable 
advantage in this link with the teams, which kept them in touch with develop- 
ments in social service provision and gave them access to the total resources of 
the local authority social services department. The link made it easy for them 
to hand on cases to other members of the teams if their caseloads became 
excessive, and to arrange for other team members to follow cases into hospital 
if they were already dealing with them. There were, however, problems for 
the social workers about sharing their time between the hospital and the 
community, particularly as they had to do a lot of travelling over long distances. 
For the doctors (who were generally appreciative of the scheme) it seemed that 
the social workers were not accessible enough: they would have preferred them 
to spend more time in the hospital, particularly at out-patient clinics. Con- 
sultants were anxious to work more closely with social workers: but the system 
was insufficiently developed—and did not provide enough manpower—for the 
social workers to be able to meet all the consultants’ expectations. We saw 
this as evidence of a problem we met in a number of settings—a degree of 
disappointment with a new system because there had been high hopes of what 
a small number of social workers might be able to achieve. The risk in this 
situation is that the social worker, because he is neither regularly accessible nor 
able to provide all the services that the consultants would wish, fails to establish 
himself as a full member of the hospital team. 


74. A difficulty in Scheme E, both for the co-ordinating principal social 
worker and for the social workers themselves, was that they appeared to be 
in a rather specialised position, not fully in the main stream of either a hospital- 
based or a community-based service, which made their career prospects within 
the structure of the social services department appear rather uncertain. On 
the other hand, this was a pioneering venture and we did not read too much 
significance into this. The most encouraging features of the scheme were the 
evident enthusiasm of the staff concerned for the opportunity it gave them to 
provide some continuity of service for the mentally ill both inside and outside 
hospital; and the wish of the consultants concerned to make full use of the 
service and to see it developed still further. 


75. Scheme B, under which social work was provided by area team staff 
based in a hospital, seemed to us to be of particular interest. We found that 
the workers concerned were enthusiastic about the new arrangement, and the 
opportunity it offered to widen the basis of the support they could offer to 
other hospital staff, and to develop a more continuous pattern of care for their 
clients. Some consultants were less enthusiastic about the introduction of new 
arrangements which had broken the traditional pattern of attachment of social 
workers to clinical teams: they now had to deal with a larger number of social 
workers, according to the patient’s home area. But there was much support 
from doctors for the new system. The period of careful preparatory discussion 
seemed to have helped in this, and also the retention by some medical specialties 
of social workers working directly with the clinical teams. The presence within 
the hospital of a co-ordinating principal social worker had also helped to gain 
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the confidence of doctors and her role appeared important as a facilitator of 
the new arrangements. Generally, although this was a new scheme, and it was 
too early to assess its effectiveness in all respects, it appeared to contain many 
good features; it was well prepared and flexible in operation. 


76. Our visits showed us that the number of permutations possible must be 
very extensive. Future arrangements must take account of whatever system is 
already established locally. However, the long-term purpose of the reorgani- 
sation is that new models should be able to evolve and that no part of the 
social work services should be isolated from the rest. The schemes we have 
seen are all steps in a necessary direction; and they have helped us to form 
some broad conclusions, which are described in the next chapter. 
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CHAPTER 5 
MANAGEMENT AND ORGANISATION 


77. In Chapter 4 we gave an account of some existing experience in the 
organisation by local authorities of social work support for the health service. 
This had led us to formulate a number of general points of principle, on which 
we think any arrangements for managing and organising social work support 
for the health service must be based. 


78. Inthe first place, the over-riding objective should be to devise organisational 
arrangements which promote the integration of social work in support of general 
practice and hospitals with the full range of services provided by the local authority 
social services department. The aim should be continuity of care wherever the 
needs of the individual or the family indicate this: and the organisational structure 
should aim at integrating social work support for patients receiving health care 
within the fieldwork services of the department, rather than preserving them in a 
separate compartment. Local circumstances, including the availability of 
resources and the nature of existing arrangements, are likely to indicate a 
number of local variations in the organisational pattern to be adopted. But 
we are of the firm view that these should be variants based on this general 
proposition rather than contrasting styles of organisation that take no account 
of it. 


79. A second main objective should be to promote teamwork between doctors, 
nurses and social workers. We have already dealt with the question of teamwork 
in Chapters 2 and 3 and there is no need to repeat our views here at any length. 
Inter-professional partnership depends on confidence between individuals 
which cannot develop through impersonal arrangements providing merely for 
structural links between two organisations. Personal understanding between 
individual doctors, nurses and social workers must be the keynote, so that they 
can work together as a team. 


Support for general practice 

80. We have already emphasised in Chapter 3 the importance of the social 
worker’s contribution to family doctors’ practices, and to health centres. In 
order to integrate such supporting social workers into the main structure of the 
local authority department, we are clear that any social workers attached to 
practices should be members of local authority area teams, according to the 
location of the practices. But since general practitioners’ patients do not come 
from defined catchment areas, the arrangements should be flexible enough to 
allow attached social workers to care for patients coming from outside their own 
social services areas in appropriate cases. It will be destructive of the team- 
working relationships between doctor and social workers if the social worker 
attached to a practice has invariably to pass on cases which come from the 
territories of other area teams. We understand that such flexibility of working 
across boundaries is not uncommon in local authority social services depart- 
ments, and we urge its adoption in this case. 
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Support for hospitals 

81. We have given considerable thought to the relative merits of basing 
social workers in hospitals or in area teams. The advantages of basing social 
workers in hospital must be set against the benefits which community-based 
social workers can bring in terms of continuity of care and breaking down the 
isolation of some hospitals from the community. A balance has to be struck, 
and we think that the determining factor should be the needs of particular 
patients, and of their families, and how these may best be met. 


82. The needs of patients in particular types of hospital provision justify the 
basing of social workers in hospital. We have in mind: 


(i) those specialties where the social component in treatment looms large 
(e.g. geriatrics, child health and psychiatry—including mental handicap) 
and calls for teamwork by social workers, doctors and nurses in diagnosis 
and treatment, which is best promoted by basing social workers in the 
hospital; 

(ii) long-term treatment units (regardless of the nature of the medical 
specialty) which generate a considerable volume of social work within 
the hospital setting requiring the presence of social workers based in the 
hospital; 

(iii) those highly specialised medical units which call for a specialised know- 
ledge of the form of treatment, and for an immediate social work presence 
which can best be provided by someone based in the hospital. 


We recommend that in these cases social workers should be based in hospital. 


83. Social workers may also need to be based in hospital for other purposes: 


(1) some social problems present themselves urgently in hospital and crises 
arising from illness need to be dealt with by a social worker immediately 
available. | 


(i1) some suitably qualified social workers need to be located in hospitals as 
a training resource, both for social work students needing practical 
placements and supervision in hospital settings and for medical, nursing 
and other health service staff needing some element of social work 
education as part of their professional training. 

(111) the medical, nursing and other staff in hospital need an accessible social 
work contact for purposes of general guidance on the social aspects of 
illness and handicap and on the availability of social services. 

(iv) where a number of social workers are working with patients in hospital 
there is a clear need for someone based in the hospital to co-ordinate 
their activities, provide them with counsel and support, and act as a 
point for contact with hospital staff.* 


84. We have not felt it right—or indeed feasible—to attempt to prescribe 
a comprehensive set of criteria for deciding where social workers should be 


* It should be noted that the role described in this sub-paragraph relates to co-ordination of 
services within a single hospital. We identify later a separate co-ordinating role for a health 
district as a whole—see paragraphs 95-97. These two roles are distinct, though there may be 
circumstances in which it will be convenient to combine them in one person. 
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based: circumstances vary. But the examples in paragraphs 82 and 83 indicate 
the type of situation in which the patients’ needs will be better met by basing 
some social work staff in hospital. For other patients, where the main need is 
to preserve continuity of social work care, and possibly to attend as much to 
the needs of other members of the family, support from workers based in area 
teams outside the hospital will be better. But in that case a great deal depends 
on establishing effective communications and working relationships between 
the social workers based outside the hospital and the medical, nursing and other 
staff inside. (We return to this question of communication below). 


85. Thus we think that a comprehensive pattern of social work support for 
hospitals should develop—as staff resources permit—on the lines of providing both 
hospital and community-based social workers in support of hospital teams, the 
former concentrating their attention on situations where the main focus of 
social care falls within the hospital (as in paragraph 82) and on the type of 
tasks indicated in paragraph 83. But whether social workers are based inside or 
outside hospital, working arrangements must permit those based in hospital to 
follow cases into the community, and those based outside to follow cases into 
hospital, wherever this is appropriate and best serves the patient’s needs. Whatever 
pattern of organisation is adopted, there should be conscious effort to achieve 
the flexibility necessary for this. 


Linking the hospital and community care teams 


86. Joint Consultative Committees should particularly concern themselves with 
the problem of linking the hospital and community care teams, to ensure that 
arrangements appropriate to local circumstances are devised. They have been 
asked to set up special sub-committees to deal with social work support for health 
services, and these should make a point of ensuring that officers of the two services 
work out suitable local arrangements. (There should be officers in both services 
with special responsibilities in this matter—see paras 92 and 93 below). 


87. As described in Chapter 4, we have studied a number of solutions to 
this problem, and have found no single or simple solution. It has to be accepted 
that a neat pattern of correspondence between health teams within the hospital 
and social services area teams outside will not normally be feasible, except 
where a psychiatric hospital has been “‘divisionalised”’ and clinical teams are 
taking patients from defined geographical areas. From the solutions we have 
seen adopted in practice it is clear that problems arise if an attempt is made to 
rely exclusively on social workers from area teams based outside the hospital 
and dealing with hospital patients from their areas, regardless of which clinical 
team is concerned, since this means that doctors in hospital have to deal with 
a considerable number of social workers and are unable to develop a close 
working relationship with any. Conversely, a system which tries to rely 
exclusively on linking social workers with clinical teams will create difficulties 
in relationships between those social workers and others in area teams outside. 


88. In general terms we suggest that the solution should: 


(a) not lie in setting up a “separate hierarchy”’ of social work support 
for the health service outside the main structure of the fieldwork 
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side of the social services department, since this will work against 
the integration of services; 

(b) allow for a comprehensive support system embracing both hospital- 
based and community-based workers; and 

(c) be capable both of providing individual health staff with constant 
points of reference and access to social services, and of facilitating 
entry of community-based social workers to care for hospital patients 
in appropriate cases. 


89. We therefore regard good communication between health and social 
services as the single most important feature for bringing the two services into 
partnership: this is dealt with at greater length in the following paragraphs. 


Communication 
90. Under this heading we are concerned first with communication between 
the two systems—health and social services. There is a need for a clear pattern 
of communications at three different levels: 
(i) between the local authority social services department as a whole and 
the area health authority (AHA);* 
(ii) between the local organisation of the social services department and the 
health service at health district level; and 
(iii) between individual social workers working in support of health services 
and health service staff. 
Effective communication at each of these levels is needed to ensure that under 
the new system the best possible arrangements are made to preserve and carry 
forward the existing standards of service to which the health service is accus- 
tomed; and to lay foundations for the development of a closer involvement of 
the resources of the two services in mutual support. 


91. There is also a question of communication within the organisation of 
the social services department, and in considering this, we find it necessary to 
distinguish two separate functions: 

(a) that of managerial responsibility for organising effective social work 
support for health services; and 

(b) that of operational accountability for the work done by individual 
members of a social services department. 


The second of these functions (operational accountability) runs through the 
organisation from top to bottom, and occurs at all three levels described in 
paragraph 90. The first function (managerial responsibility) does not occur at 
level (iii), but is of particular importance at levels (i) and (11). Given the diversity 
of organisational structures in local authorities, it is not possible to lay down 
a standard pattern for the deployment of staff to carry out these two functions. 
(At levels (i) and (ii), for example, they could be combined in a single person, 
or allocated to different people, according to what best fits the local organisation.) 
But there are some general principles to be established about the functions at 


* In London this will sometimes be a question of communication between a single AHA 
and a number of social services departments. See also paragraph 98(d). 
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all three levels. We deal with each level separately in the following paragraphs, 
concentrating on the managerial function at levels (i) and (ii), and the operational 
function at level (iii). We then suggest what the implications are for the structure 
of social services departments. 


Communication at top management level 


92. It is a feature of the new management arrangements for the NHS that 
each AHA is appointing a specialist in community medicine and a nurse who 
will have special responsibility for arranging health service support for the local 
authority. These two officers will be concerned with planning health services for 
the elderly, the mentally ill and handicapped, and the physically handicapped. 
They will also advise the local authority on the health aspects of its responsibilities 
under the Local Authority Social Services Act, and ensure that the local 
authority obtains the health services support and advice it needs. They will 
have an important role in relation to the working of the Joint Consultative 
Committee; and they will need a clear point of contact at a senior level in the 
local authority social services department. 


93. To match this, the Working Party on Collaboration, when proposing 
the transfer of responsibility for social work support for the health service to 
local authorities, recommended that in each local authority social services depart- 
ment there should be a senior officer with a special responsibility to the Director 
for arranging social work support for the area health authority and to be a 
point of contact for the AHA management in these matters.* This recommenda- 
tion was commended to local authorities by the Department of Health and 
Social Security and the Welsh Office. In the light of our discussions about the 
nature of the task of the social work contribution to health care and our review 
of existing patterns of organisation and experiment in this field, we have con- 
sidered what further advice needs to be given on this subject. 


94. We think that the officer holding this appointment should be part of 
the senior management team of the social services department. It is not 
appropriate for him normally to be concerned with individual casework issues, 
or with professional consultancy and advice for social workers engaged in 
such work. His function is essentially that of managerial responsibility, as 
described in paragraph 91. We recommend that the senior officer should be 
appointed near the top of the social services department to be responsible for 
arranging social work support for the health service, for discussion with the area 
health authority, and for the forward planning of services relating to the health 
service. 

He should be concerned with the whole range of social work and social service 
support for the health service. Because local authorities arrange their manage- 
ment structure in different ways, it would be inappropriate for us to propose a 
standard grading for this officer; but he should have sufficient authority and 
capacity to be able to give effective support to the health service, and to represent 
his department authoritatively in discussions with senior officers of the area 
health authority and the AHA itself, whether through the machinery for 
collaboration or otherwise. Wherever possible, he should be professionally 


* See paragraph 5.26 of the Working Party’s first report. 
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qualified in social work with an understanding of casework requirements, and 
should have some experience of the provision of social work in a health services 
context and knowledge of the particular problems and needs of the health service. 


Communication at district level 

95. We think there is also a function of managerial responsibility in respect 
of social work support for the health service to be carried out in health districts. 
As our enquiries have shown, many patterns of organisation of social work 
are possible in health districts; but common to all of them, in our view, is the 
need for a professionally skilled officer of appropriate seniority to act as a central 
point of reference in each health district for the management of social work 
activity in support of the health district. He should be responsible for ensuring 
the efficiency of the necessary links between the resources of the local authority 
social services department and the health service, and should also be able to 
act as a point of reference for the District Management Team of the health 
service on social service problems. We envisage that, as resources permit, it 
should increasingly become the practice for every clinical team in hospital, 
and every primary health care team outside, to have an identified social worker 
{or group of social workers) to whom individual cases can be referred. But where 
this is not yet feasible, the officer described here would also have an important 
role in providing a point of reference for consultants, general practitioners and 
other health service staff who wished to make links with social workers in 
particular cases. 


96. The precise location of this officer seems to us to matter less than that 
there should be such a person who is clearly identifiable and accessible to the 
medical and nursing staff in the health district. We refer to the task of this 
officer as being that of district co-ordinator. It should be undertaken by someone 
at middle management level within the structure of the social services depart- 
ment. Since he will normally be concerned with support provided by a number 
of social services area teams in a district, he should be at least at area officer 
level, and possibly higher, so that he can act for all the areas. The district 
co-ordinator, it should be clear, is not seen as providing an exclusive channel 
of communication between health service and social services staff in a district. 
His responsibility is to ensure a satisfactory network of contacts at working level, 
and to be available as a point of reference for all doctors and other health service 
staff in a district (whether in hospital or outside) in case of difficulty or uncertainty. 
In discharging this responsibility he should be accountable to the ‘“‘senior 
officer.” 


97. One advantage of giving a clear responsibility of this kind to a district 
co-ordinator is that he should be able to give advice on any difficulties arising 
from lack of correspondence between health service and local authority oper- 
ational boundaries. Matching of boundaries within local authorities and AHAs 
was said by the Working Party on Collaboration to be a desirable aim, and 
we endorse this. But it has to be recognised that it will not always be possible to 
align boundaries, and hospital and general practice catchment areas will often 
spread across local authority boundaries. We think the most effective way of 
ironing out difficulties that may arise from this is to ensure that there is always 


AA 


one officer within the organisation of the social services department to whom 
all medical and nursing staff in a health district know they can refer for advice 
on the organisation of appropriates ocial work support in particular cases. 


98. There are two situations where it may be necessary to contemplate a 
variation of the pattern we have proposed: 


(a) In an area health authority consisting of a single health district it 
could in theory be possible for one person to combine the roles of 
“senior Officer” responsible for planning social work support for the 
AHA and of the district co-ordinator described in the preceding 
paragraphs. Whether or not this is possible in practice will be for 
local decision, but it is important not to overload a single officer 
with too many functions at different levels of responsibility, and we 
think therefore that the two functions should normally be kept 
separate. 


(b) In London where a number of London boroughs are linked together 
with a single AHA, it would be open to the boroughs to agree 
between themselves (and in consultation with the AHA) that an 
officer of one borough should act as “‘senior officer’ for the purpose 
of ensuring that adequate social work support is provided to the 
whole AHA by the boroughs concerned; otherwise (and this is more 
likely to be the case in practice) each borough should identify its 
own senior officer. 


Communication and accountability at fieldwork level 

99. At the basic fieldwork level the function of managerial responsibility 
does not arise: the function in question here is operational accountability. Much 
concern has been expressed over problems of “split accountability” and 
*“divided loyalties.””> We think the key to resolving these lies in the emphasis 
we have placed on teamwork; and that different aspects of a social worker’s 
activity must be distinguished. 


100. First, where a social worker is acting as a member of a team with doctors, 
nurses and possibly others, he has a professional responsibility to the team. He 
is responsible to the team as a whole for: 


— his professional social work advice to other members of the team 
on diagnosis and treatment; 


— the social services aspects of the treatment decided upon (i.e. acting 
on the team’s decisions and reporting back on the outcome); 


— his operational responsibilities within the team (i.e. for such matters 
as attending team meetings as required or arranging a substitute). 


101. But, second, this responsibility to the team is not incompatible with 
accountability in other respects to the social worker’s local authority department. 
He will be accountable to his department for: 


— the professional quality of his work; 
— carrying out the responsibilities assigned to him by the department; 
— observing the directions and procedures of the department. 
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102. The social worker’s accountability to the social services department 
has organisational implications. Each social worker concerned with support 
for the health service should be a member of an operational team in the field- 
work section of the social services department. He should, like all other 
members of such teams, be accountable for his work to his team leader. In 
other words, we repeat the point that the social worker should always be within 
the normal hierarchy of responsibility in the fieldwork division of the social 
services department, and not located in a separate hierarchy. 


103. Membership of a team in the fieldwork section does not require that 
the social workers concerned should be based outside hospital. Soctal workers 
based in hospital can be attached to teams outside; or where there is a large 
social work department in a hospital, that can constitute a team in its own 
right. We wish to establish the general principle that every social worker engaged 
in health service support, whether in hospital or outside, should be part of the team 
structure of the local authority's fieldwork service, and accountable within that 
structure. 


104. Our analysis of functions under this general heading of “ccommuni- 
cation” can be expressed in a diagram, thus: 





Function (a): Function (5): 
Managerial Operational 
responsibility accountability 
Level (i) A C 
(AHA/LA 
top management) ‘senior officer” 
| 
Level (ii) B D 
(health district) “district co-ordinator” 
Level (iii) 
(fieldwork) E 


The function of managerial responsibility at the top two levels runs from A to 
B in the first column. The operational chain of command from individual 
social workers to the top management of the LA department runs in the second 
column from E up to C. It is a matter for local decision whether the distinct 
operational and managerial functions at levels (i) and (ii) should be combined 
in one person, or discharged separately. In other words, function A could be 
assigned to a senior officer in the fieldwork service (C); and function B to 
someone at middle management level in the fieldwork service (D). However 
these functions are allocated, we think it necessary to distinguish them so as to 
avoid confusion over accountability for the two different functions. Thus the 
district co-ordinator at B will be responsible to the senior officer at A for 
managerial responsibilities within the health district. Individual fieldworkers 
at E will be operationally accountable within the chain of command leading up 
through D to C: they will not be responsible to the district co-ordinator at B 
(except in the case where their own senior officer in the fieldwork service is 
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assigned the function of district co-ordinater—i.e. the roles at B and D are 
combined). 


The organisational implications 


105. Consideration of these has to start from the fact that there is no 
universal pattern of organisation for a social services department. The pattern 
adopted in a particular case varied according to the size of the authority and 
other factors. Terminology about different levels and areas of responsibility 
also varies. 


106. To avoid ambiguity about the intention of our recommendations, we 
have sought to clarify the assumptions we are making about the organisation 
of local authority social services departments. We assume there are a number 
of key posts which occur in all structures, while other intermediate (or parallel) 
posts may also exist. The key posts are: 

(1) Director 

(2) Assistant Director (Fieldwork) 

(3) Area Officer (heading one or more social work teams for a defined 
subdivision of the territory for which the local authority is responsi- 
ble).* 

There may be a Deputy Director post between | and 2; and in a large county 
there may be Divisional Directors for parts of the county, each responsible for 
a number of Area Officers, who may be at level 2, or interposed between 2 
and 3. There may also be specialised or consultant posts at level 2 or 3. 


107. In outline, the structure may be summarised thus: 








Q) Director 
(Deputy Director) 
| 
(2) Assistant Director (Fieldwork) Other Assistant Directors 


Specialist Officers 
Divisional Directors 








| 
| 
(3) Area Officers 

Senior Social Workers 


Social Workers 
Assistants 


Applying to this structure the analysis of communications in paragraph 104, 
our conclusions are as follows. (Given the wide variety of local circumstances 
they are necessarily in general terms.) 


Other Area Officers 





* The term ‘area’ is used here in its local authority sense (see para (xi) of the Introduction), 
and is to be distinguished from a health service area for which an Area Health Authority has 
responsibility. The job of an ‘area officer’ in the local authority sense may vary considerably 
in weight and content. 
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108. For the functions of managerial responsibility the senior officer should’ 
be no lower than level (2) above, and the district co-ordinator no lower than 
level (3). It might appear to simplify the structure if the operational and 
managerial sets of functions could be combined in a single chain of command, 
so that the Assistant Director (Fieldwork) carried out the senior officer’s. 
managerial function as well, and one of his Area Officers carried out the district 
co-ordinator’s function. But from our discussions it is clear that different local 
circumstances will require different solutions, and that some authorities will 
wish to assign responsibilities differently—possibly appointing special officers 
to carry out the managerial functions. We do not therefore attempt to recom- 
mend this—or any other arrangement—as a standard solution. 


109. All social workers based in hospitals should be integrated into the area 
structure at level (3). The hospital departments in which they work at present 
contain, according to their size, officers at these levels: 


Principal 2 

Principal 1 

Senior Social Worker 
Social Worker 
Assistant 


A large hospital department, with a Principal in charge, can best be fitted in 
by becoming a team in its own right, the Principal broadly equivalent in the 
organisation to an Area Officer, and reporting to the Assistant Director (Field- 
work). Smaller groups of hospital social workers, at senior or basic grade level, 
should be linked into the area office structure and report to an Area Officer. 
Whatever separate arrangements are made to provide them with specialist 
consultancy or guidance, they should be clearly accountable for their work, as 
members of the local authority department, within the main chain of operational 
responsibility running up through their Area Officer to the Assistant Director 
(Fieldwork). 


110. Support for the primary health care teams in general practice should 
come from social workers in area teams. General practitioners will thus be able 
to look to the social workers’ senior and area officers for support, if they need 
to refer to a higher level. If they lack direct contacts at that level, or need to 
communicate with the social services department on a general issue, they 
should know of, and be free to approach, the district co-ordinator. 


CHAPTER 6 
THE MANNING OF THE SERVICE 


‘The specialised needs of health service patients 


111. In the last chapter we have set out in some detail the arguments on 
which we base our recommendation that social work support for the health 
‘service should be provided by local authorities as an integral part of their 
‘fieldwork services. We have rejected patterns of organisation which would lead 
to the continuation of a separate structure, because this would make it harder 
for users of the health service to have access to the whole range of field, 
residential and day care services available from the local authority. In any 
case, we think that such a pattern of organisation would tend to isolate health 
service social work professionally at a time when there is an exceptional oppor- 
tunity for the development of a more broadly based service. But in making 
these recommendations we do not under-value the special skills of health 
service social workers, and the contribution which will continue to be needed 
from them in future. 


112. We received valuable evidence from many social workers, working in 
a wide range of hospitals of all kinds, about the special needs of patients of the 
health service and about the contribution which qualified and skilled social 
workers can make to meeting them. We are impressed with the need to ensure 
that patients of the health service should continue to have available to them a 
Skilled service related to the social problems of illness and disability. Where this 
has been available in the past, it should be maintained. Where it has not—and 
there are many such areas—it should be an objective of the local authority social 
services department to develop it. 


113. One group of social workers, in their evidence to us, gave us a statement 
-of what they regarded as the essential nature of medical social work in a health 
-service setting, and we reproduce part of it here: 


*“Medical social work is a professional service based on the understanding 
of the psycho-social implications of illness and handicap. All patients 
who face the problems of physical helplessness, deformity and mutilation, 
incurable progressive illness and death, experience anxiety, fear, loss and 
grief. Awareness of the emotional responses to characteristic problems 
of illness, of handicap and of medical care, and ability to remain in close 
relationship no matter how distressing the situation, are the particular 
attributes of medical social workers. They have a responsibility to know 
and understand the medical situation and the implications of this for the 
patient and his family, the problems it presents for them and the potential 
stresses it brings. Medical social work can be preventive in help given 
with foresight of the probable social consequences for the patient and 
his family, including mobilising practical resources and services on his 
behalf. Unless medical social workers are an essential part of the 
reorganised health service, they cannot fulfil their role of helping sick 
people and their families to adjust to illness and its treatment, nor counter 
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the overwhelming sense for many patients and their families of isolation,. 
depression, loss and bereavement.” 


114. There is a further dimension of professional skill in the field of 
psychiatric social work. A specialist contribution to care and concern for the 
mentally ill in the community stretches back to the 1890s. Social work in a 
psychiatric setting, whether for adults, adolescents or children, is based upon a. 
psychodynamic awareness and understanding of the impact on the patient and 
his family of mental illness. This illness will take various forms, sometimes. 
disturbing, and frequently bewildering and inexplicable to the family. Often 
(for example, in child psychiatry) the “‘referred patient’? may be demonstrating a 
symptom of a more widespread family difficulty. The social work contribution 
lies in working with other disciplines in assessment and treatment of patients. 
with mental illness and in interpreting the work of the clinical team to other 
social workers in the community services so that the total needs of the patient 
and his family for care are articulated and understood. 


115. Many local authority social workers also have training and experience 
in dealing with illness and handicap and their social consequences. We wish 
to see preserved and developed within the local authority social services the 
sensitive understanding of the needs of patients and their families which those 
with such training and experience can bring to them. Partly this will be achieved 
through continued development in qualifying training and other forms of 
training (see chapter 7), but the appropriate deployment of staff with the 
relevant skills and experience will also have a part to play. It was for this 
reason, for example, that we recommended that the “senior officer’? who is to 
be responsible for organising social work for the health service in each area 
should, wherever possible, have a background of experience in working with 
the health service. Equally, it will be necessary to ensure by the appropriate 
deployment of social workers in each locality that all available experience and 
knowledge is placed at the disposal of the health service, and that other social 
workers, at present without experience of this work, should be enabled to learn at 
first hand, and under skilled professional supervision and guidance, the particular 
needs of health service patients and their families. The ‘“‘district co-ordinator” 
recommended in Chapter 5 will have an important part to play in the health 
service district in bringing about the necessary working contacts. 


116. In many areas the skilled groups of health service social workers who 
are already working in hospitals will provide a nucleus for further development. 
Other areas—perhaps a majority—will not be so fortunate in their existing 
resources. Directors of Social Services now have a new responsibility in this 
field, and we think they should make it an early task to consult with those 
experienced health service social workers available to them and consider how their 
skills may be made available to the health service (including primary health care 
teams) in the most effective way. We think, too, that local authorities should 
attempt at an early date to assess the total resources needed to provide adequate 
social work for the health service within their area; to work out how best to deploy 
existing resources; and to begin to plan to meet the full need in the long term. In 
this the senior staff of the social services department will need to work closely 
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with the community physicians and nursing staff of the AHA. The sub- 
committee of the Joint Consultative Committee concerned with social work in the 
health service (recommended by the Working Party on Collaboration in paragraph 
5.26 of its first report) will wish to keep under careful review the process of 
assessment and planning and, through the Joint Consultative Committee, advise 
its parent authorities on progress. 


117. In the evidence given to us there has been a great deal of emphasis on 
the importance of continuity of care. We think that there are a number of 
different aspects of continuity which need to be identified. 


(i) Continuity of service is the base from which social services departments 
organise all their work, so that the needs of individual families are seen 
as a whole and delivery of the necessary services is carried out in an 
integrated rather than a piecemeal fashion. 


(11) Teamwork is essential if this is to be achieved; it is not realistic, and not 
always desirable, to assume that one worker can meet the varied needs at 
all times of one individual or family. Continuity of care for the family 
therefore demands a system which will ensure that there is a team responsi- 
bility to co-ordinate any action and prevent either overlap or gaps in 
the help offered. 


(111) Continuity between care in hospital and care in the community is of the 
greatest importance. Some patients may already have a helpful relation- 
ship with a local authority social worker who is not a member of the 
clinical team—or with a probation officer who is not a member of the 
social services department at all. We think it important that any system 
of support should take account of this and allow for patients to be looked 
after by the social workers they already know, when this will be of most 
benefit to them. 


(iv) Continuity in membership of a team is also important. As we have said 
in an earlier chapter, a team will not work efficiently if its members are 
constantly changing. We are aware of the problems which arise when 
staff are in short supply and a certain amount of movement is inevitable, 
Nevertheless, continuity of care for clients depends on stability in the 
composition of the various teams in health and social services, and in 
the arrangements for linking them. 


(v) Finally continuity of work for any individual team worker is important 
for job satisfaction and for the development of professional skill, which 
will not be attained without reasonably long periods of practice in one 
setting. 


Continuity in all these dimensions cannot be regulated by ground-rules about 
length of service in particular settings. But its attainment should be a conscious 
aim of social services departments, in planning the development both of services 
and of careers. One implication is that specialisation in health service social 
work will continue to be needed as one means to securing continuity in some 
of its aspects. 
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Specialisation in health service social work 


118. Many health service social workers wish to remain in this field of work, 
and this fact has been recognised by section 18(5) of the National Health 
Service Reorganisation Act 1973, which has provided that health service social 
workers transferred to local authority service shall not be required to perform 
duties otherwise than at or in connection with a hospital unless they have 
consented to do so. This was a transitional provision, only affecting those in 
hospital posts at the date of transfer. In fact we would expect that many 
hospital social workers covered by this provision will want to take advantage 
of the wider opportunities for gathering experience in other settings that are 
now open to them as a result of the transfer, and which they will need to acquire 
if they are to progress to the highest posts in the service. Similarly, newly 
qualified social workers entering the service in future are likely to regard 
hospitals as one only of the settings in which they will wish to practise. Never- 
theless, we think it important that local authorities should seek to accommodate 
within social services departments the different preferences of individual social 
workers, so far as is consistent with the needs of the service. To quote from 
one statement sent to us, “most hospital social workers are in hospital because 
they choose to be; .. . it is essential that we should not do anything which will 
cause us to lose the skills and experiences of a number of committed and 
professional workers.” We think it should continue to be possible for those whose 
chief inclination and motivation is towards work in a hospital setting to pursue 
specialisation in that setting. 


119. As we have explained in Chapter 5, there is a range of tasks which 
call for the basing of social workers in hospital, and the opportunities for work 
in this setting should be no less in future than they have been in the past. 
Although advancement to the highest levels of social services departments will 
inevitably depend upon the acquisition of a wide range of experience in as 
many aspects of the work of a department as possible, the social worker who 
wishes to confine himself to hospital-based work will still have opportunities 
for advancement in many local authorities within his chosen specialism—for 
example to a specialist post at senior management level. But the opportunities 
for such a social worker to widen his experience are likely to be considerably 
increased in other ways by the transfer of responsibility to local authorities. 
In the long run the transfer is bound to result in new models of practice and 
to affect the way in which social work is practised, even by those remaining in 
hospital. It is of the essence of the change that the nature of the task should 
be altered to a degree by the new focus it will be given as part of a wider social 
work operation. We hope, therefore, that those involved in the change, even 
where they exercise their right to remain in hospital duties, will be receptive 
to the new opportunities which the system offers. 


The benefit to social services departments 

120. We have placed much emphasis in the report on the need to integrate 
social work in the health service with the rest of the local authority social 
services, with a view to the benefits that this may be expected to bring to the 
health service in the longer run. Equally, however, we wish to stress the benefits 
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which the change will bring to the rest of the local authority services. The 
special skills and experience of social workers with health service experience will 
be of value in a number of other settings—for example, in residential care, and in 
the management of long-term disability. We think that much may be achieved 
by a carefully devised policy of cross-posting of staff between hospitals and other 
appropriate parts of the local authority social services. We endorse the attitude 
expressed in a statement sent to us by one group of hospital social workers: 


“The reorganisation of the health service affords a major challenge to 
all professions working within its framework. As social workers in the 
health service, we wish to preserve, share and develop the knowledge and 
experience which we have gained from working within it... . We hope 
we Shall be given the opportunity to share the knowledge and experience 
thus gained to a yet greater degree with our colleagues in all fields of 
social work.” 


121. We also wish to commend to the attention of local authorities certain 
practices which have grown up in hospital social work departments which may 
be of value in a wider application. Many hospitals make extensive use of 
part-time social workers who are unable, for reasons of family commitments, 
to work full-time and might therefore find it difficult, as things are at present, 
to obtain local authority employment. These part-time workers are a resource 
which cannot be dispensed with; and their transfer to local authority employ- 
ment means that some local authorities will for the first time be employing 
part-time social workers—a practice previously followed in a minority only of 
social services departments because of the different patterns of working 
demanded by local authority responsibilities (e.g. for standby duties outside 
normal working hours). We suspect that there may here be a considerable 
reservoir of talent and experience which could be tapped by local authorities more 
widely in future, and we recommend that consideration should be giver by them 
to the possibility of extending their reliance on part-time social workers. This 
will have significant long-term advantages if it encourages married women 
with social work skills to ‘“‘keep in touch” through the period when they are 
caring for their young families. 


122. We also wish to commend to the attention of local authorities the well- 
established practice in hospital social work departments of senior and principal 
social workers carrying caseloads. This seems to us to have great value in 
enabling those social workers who wish to continue in social work practice 
nevertheless to obtain professional advancement. An increasing number of 
local authorities are introducing senior professional and consultant grades to 
make this possible; but social workers in many local authorities are still able 
to obtain promotion only into administrative posts. We suggest that local 
authorities generally may here be able to learn something from former practice 
in the health service. With the recent rapid expansion of social services depart- 
ments, clients are often served by unqualified or recently qualified practitioners, 
while officers with much professional talent and experience are preoccupied 
with administrative tasks at higher levels in the department. Other considera- 
tions apart, it is necessary for the training of newer staff that senior social 
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workers within the department should still have current practical experience 
on which to draw in giving guidance to trainees and younger colleagues. 


Clerical and administrative support 


123. We have been impressed, throughout our work, by the importance of 
adequate clerical and administrative support to enable health service social 
workers to make the best use of their skills and time. This is a need which is 
often recognised but which, because of chronic shortages of suitable staff in 
many parts of the country, is less often met in practice. Where such support, 
whether given by a health or a local authority, has been bad we have detected 
a feeling that the service not responsible might be able to provide better support 
for social work staff. We fear there is some unrealism about this—a case of 
the grass always looking greener on the other side of the fence. But whether 
that is true or not, we have not seen any advantage to be gained from trying 
to transfer supporting clerical and administrative staff in hospital social work 
departments to local authority employment. After careful consideration we 
recommend at an early stage that the transfer arrangements should not apply 
to these staff, who are normally part of a larger body of clerical and adminis- 
trative staff in a hospital, often working only part-time for the social work 
department and depending on other office services common to all departments 
of the hospital. Where social workers are based in hospital to give a service to 
the hospital, it is right that the hospital should be responsible for providing all 
necessary accommodation and staff support. 


124. We are aware of some anxiety among local authorities about this, on 
the ground that they will not be able to control the quality of the service they 
are providing if they are dependent on the health authority for supporting staff. 
We think this is a matter where the right solution lies in proper mutual colla- 
boration: it will be to the interest of the hospital or the primary health care 
team to ensure that the social workers appointed to help it are properly supported 
and so enabled to function effectively. We also think that it may help, especially 
where small units of hospital-based social workers are concerned, to link them 
into the structure and services of the hospital if their clerical support is provided 
by the hospital’s own staff. We must emphasise, however, the importance of 
adequate clerical and administrative support. If a hospital or primary health care 
team fails to provide it, the service they can expect to receive will be impaired. 
This again is among the matters which the sub-committees of Joint Consultative 
Committees concerned with social work for the health service will wish to keep 
under review. 
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CHAPTER 7 
THE TRAINING OF SOCIAL WORKERS 


125. Training calls for a separate chapter. There are important implications 
for training in what we have said in previous chapters, and future patterns of 
training can contribute much to the development of services we think desirable. 
We also think it important, for the development of better understanding 
between health and social services personnel, to include some account of the 
present arrangements for training social workers. By no means every social 
worker employed by a social services department possesses a professional 
qualification. That is an objective to which the service is moving, but many 
staff now in employment entered the service before training arrangements were 
developed on any scale, and the pressures on social services departments, 
following Seebohm, have been such that local authorities still have to fill posts, 
whether or not they can recruit qualified staff. In some parts of the country 
authorities can adhere to a policy of employing only trained social workers, 
but in other less favoured areas such a policy has been proved to be quite 
unrealistic, and a significant proportion of employed social workers may 
therefore be unqualified. 


126. As we have already explained, the expansion of the services and now 
local government reorganisation, have created a more extensive hierarchy in 
social services departments, resulting in rapid promotion of social workers to 
managerial posts—particularly of those holding professional qualifications. 
Further, a significant majority of the qualified staff currently in employment 
who were trained and gained their experience in a specialised area of work, 
are now facing new demands on their knowledge and skills for which, in some 
instances, they received little or no preparation. The problems that result have 
created many difficulties for those responsible for the training of social workers. 
But they are problems resulting from political and managerial decisions—they 
are not problems to be laid at the door of training. 


127. As a preliminary to any discussion of the training of social workers, 
it is necessary to make a distinction between social services provision and 
professional social work, both of which are provided by the local authority 
social services department. The social services for which they are responsible 
include, for example, home help services, the supply of aids for the physically 
handicapped, and other services which are not necessarily provided by social 
workers. This chapter is concerned only with the training of social workers in 
relation to the professional service which they are being asked to provide for 
the health service, and an attempt is made in the following paragraphs to set 
out what it is now appropriate to expect of a qualified worker. 


Patterns of training: the background 

128. In the past, professional education for social work has been largely 
service-focused; students selected their field of employment and were trained, 
for example, as medical social workers, or child care officers, and their quali- 
fications were recognised by different training bodies, even though they might 
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share the same basic course. These qualifications in medical or psychiatric 
social work, child care or probation, and the certificate in social work, still 
stand as professional qualifications, but they have been superseded by a new 
unified award—the Certificate of Qualification in Social Work (CQSW). Since 
October 1971, the promotion and recognition of training for social work in all 
fields, and throughout the United Kingdom, has become the responsibility of 
the Central Council for Education and Training in Social Work (CCETSW), 
which awards the CQSW to students successfully completing a course recognised 
as offering professional training, regardless of their intended field of employ- 
ment. This means that social workers qualifying now, both graduate and non- 
graduate, all hold the same basic qualification, and may be expected to have 
followed broadly the same basic syllabus. However, their field training and 
concentration of interest will vary to some extent, according to the bias of the 
particular course, and the field practice opportunities available in the area. 
The majority of qualified social workers now in employment were trained 
before 1972 (when the first CQSWs were awarded), and many of them are 
faced with new demands for which their training may have provided scant 
preparation; none the less, they have the basic knowledge and skills of a 
qualified social worker, to which further specialised knowledge may be added. 


129. Social workers entering employment in any field will have to work 
with clients suffering physical and mental illness, or who are in some way 
handicapped. All courses are therefore encouraged by CCETSW to give some 
attention to teaching about the most commonly encountered medical and 
psychiatric conditions, and CCETSW has recently been studying the training 
needs of social workers providing services to handicapped people.* 


130. Many clients known to social workers go through the experience of 
admission to an institution (prison, hospital or home), a period of residence, 
and then discharge to their own homes, or transfer to some type of community 
provision. Training programmes therefore, offer some teaching about institu- 
tions, their effect on residents, their families, and the staff, and they give students 
an opportunity to study the process of admission, residence and discharge and 
how the individual affected, and his family, may be helped through it. 


131. In a local authority social services department a social worker has to 
be able to work in co-operation with other people providing services for the 
same client—doctors, nurses, teachers, police and court officials, and voluntary 
workers—and all social work students have opportunities to discuss the need 
for this type of co-ordinated activity, and its implication for their own work. 
Those who are interested in working in a setting where the primary task is 
not social work (e.g. in the health service, in schools, or in prisons) also have 
to consider the contribution which social work may make in such other services; 
they have to learn through field practice the particular skills of working in a 
team which might be led by someone from another discipline, and the problems 
engendered in maintaining administrative accountability inside an institution, 
and professional accountability outside it (as in the case of probation officers 


* CCETSW—Report of Working Party on Training for Social Work with Handicapped 
People—(to be published in 1974). 
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working in the prison welfare service and, from April 1974, hospital social 
workers employed by local authority social services departments). 


132. A qualified social worker will have studied the structure and develop- 
ment of the social, education, social security, employment, housing and health 
services, and will have some first-hand experience of the way these services 
affect individuals in the community. Resources, including those provided by 
voluntary agencies, will vary from area to area, but a qualified social worker 
will learn to use whatever resources are available to assist a particular family 
or individual. Some general knowledge of the law can be expected, although 
newly qualified workers are likely to need introduction to the details of pro- 
fessional law.* 


133. Qualified social workers will have studied different methods of social 
work, predominantly case-work with individuals and families, but also increas- 
ingly social work with groups of clients, and work in community development 
and organisation. Although a newly qualified social worker cannot be expected 
to be equally at ease with all methods of social work, those now coming from 
training courses are likely to have an appreciation of the appropriate use of 
groups, and of community work, even though they may be more practised in 
providing service for families and individuals; most will have had at least a 
limited experience of work in an institutional setting. 


134. The content of training, as outlined above, is on a developing pattern 
which varies to some degree on individual courses. It relates to the present 
and to the future, rather than to the past, for events have moved swiftly in the 
organisation and development of the social services, and many changes are 
taking place in professional education. Two points, however, emerge in 
particular. 


135. First, the less specialised pattern of basic training now being developed 
increases the need for staff development programmes, ranging from orientation 
to specific areas of work, to opportunities for updating knowledge, and 
preparation for promotion to management and consultative posts. It requires 
a commitment on the part of employers to staff training as a continuous process, 
an integral part of service provision, to which resources must be allocated if 
standards are to be maintained and improved. The range of responsibilities 
~which have now accrued to social services departments is such that it is quite 
‘unrealistic to imagine that standards of services can be maintained in all areas 
of work without significant allocation of time and resources to staff develop- 
ment. We commend to the attention of the local authorities the CCETSW paper 
No. 1: “Social Work: creating opportunities for staff development’, which makes 
recommendations about this aspect of staff training which should in our view find 
application in training staff for work with the health service. 


136. Second, we note that, although there have been a few full-time courses 
offering opportunity for study at post-qualification level, there has been no 
recognised programme of advanced training. This too is essential if standards 


* CCETSW—Report of Study Group on Legal Studies for Social Workers. 
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of service are to improve, and if qualified social workers are to have the opportuni- 
ties for professional advancement which they are entitled to expect. We are 
pleased to note the CCETSW is developing plans for advanced training in 
consultation with colleges, universities, local authorities, and other interests 
involved, some of which will no doubt be relevant for social workers interested 
in making a special contribution in the health field. 


Social work in support of the Health Service 


137. The areas of training described above are relevant and important for 
all social workers, including those who prefer to work either wholly or partly 
in an NHS setting, whether in hospital, clinic, day centre, or in general practice. 
Such differences in skill and knowledge as may be required of social workers 
in the health service are perhaps more matters of emphasis than of kind, and 
may partly be gained in qualifying training, and partly learned through 
experience and from staff development programmes. Some qualifying courses 
have always provided special opportunities for some students to concentrate 
on work in medical and psychiatric settings, and already have the necessary 
teaching and practice resources available in the area. These courses will no 
doubt continue to maintain these emphases to some degree. Others will develop 
a range of choices for students within the basic course, and others again may 
be able to provide facilities for post-qualification study for social workers in 
the health field. Where specialist medical services are available and are interested 
in contributing to the professional education of social workers, the opportunity 
should be taken to develop post-qualification training focused on areas of 
medical specialism which demand close and continuous co-operative work 
with a social worker. 


138. In general, the skills and knowledge needed by social workers in health 
service settings, are also needed by other social workers, since social problems 
related to physical and mental illness or to the handicapped are not confined 
to health service settings. Particular emphasis on certain areas of learning is 
however important for those students who wish to work with ill or disabled 
people: 


(i) the impact and consequences of illness and handicap for the patient and 
his family, both within the family and in the community; 


(ii) study of the hospital as an institution, and the relationship between it 
and community health and social services; 


(11) the roles and responsibilities of other professional workers in the health 
service, including a sufficient knowledge and appreciation of their training 
and professional attitudes, to enable the social worker to co-operate as 
a member of a multi-disciplinary team. 


139. Decisions about how the skills of social workers are deployed in the 
provision of support for the health service will have training implications. The 
following tasks may need to be undertaken by social workers, either as the 
major part of their work or as one component of it: 


(i) Long-term social work support for individual patients. This implies 
becoming the patient’s social worker for all purposes, and helping him 
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over all his needs, both as a patient of the health service and in other 
situations, just like any other local authority social worker. Some patients 
may require continuous social work help for complicated or persistent 
social problems over a long period, while others need periodic help. 
Where the need for long-term work arises because the patient’s condition 
requires continuous contact with specialist medical services, the social 
worker may need to have an opportunity to acquire specialist knowledge 
in a narrowly defined field. 


(ii) Short-term work. One way of using qualified social work skills in the 
health service is to arrange the social work service in such a way that 
those social workers based in hospital or general practice deliberately 
plan to carry work with a high proportion of patients on a short-term 
basis . At the end of a period which is agreed with all concerned the social 
work is terminated, or else the patient is transferred to another social 
worker, or to a member of another community care profession, who will 
provide service for as long as it is needed. This type of short-term work 
requires a high degree of skill, and an acceptance by the service as a 
whole of the need to plan continuity of care, even though more than one 
social worker may be involved. But in our view it is fundamental to the 
development of effective social work practice in this context. Where 
this pattern develops, many social workers currently employed would 
require opportunities for learning about this particular method of 
working. 

(i11) Co-ordination of services. The alternative methods of providing social 
work support for the health service which are discussed earlier in this 
report suggest an increasingly important role for at least some social 
workers as co-ordinators. This has always been an element in the job 
of a social worker, but not one on which great emphasis has been laid. 
If it is to develop, some in-service training provision would be helpful, 
taking this task as an aspect of management which requires some skills 
in interpreting and explaining the services required of different people, 
and which demands of the social worker an understanding of how to 
provide much of the necessary support and help indirectly, instead of 
face to face with the patient. 


Training resources in the Health Service 

140. The hospital service has for many years provided practice training 
facilities for social work students, and in England and Wales there are over 
40 units specifically set up for the training of social workers. The organisation 
of these units varies considerably,* and financial support may be provided by 
DHSS centrally or by health authorities. Individual social workers in hospitals 
and clinics also supervise students as part of their professional task even where 
there is no formal unit, and a few students have been able to gain experience 
in a general practice setting. This allocation of resources to training is vitally 
important for social work education as a whole, and is the only way in which 
student social workers can obtain first hand experience of working in the health 


* A study of student units will be published later in 1974 by CCETSW. 
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service. The Working Party consider that the future arrangements for social 
work support for the health service should include the maintenance and further 
development of the provision of student units, and that encouragement should be 
given to suitable individual social workers to provide practice teaching for students 
in training. 


141. Many student placements at present are with teaching hospitals, and 
large areas of the country are without provision for placements. We think the 
Department of Health and Social Security should consider, in conjunction with 
the CCETSW, what possibilities there may be for the wider provision of facilities 
for student placements in district general hospitals, psychiatric hospitals and 
primary health care teams, \t is essential that the standard of social work in 
these settings should be high, to provide for the proper training of students, 
and we see advantage in the development of links with universities and colleges 
(whether or not a joint appointment is made) because of the benefits this can 
bring both to the educational institutions and to local authorities. 


142. The Working Party considered the position of the staff of student units 
employed by health authorities, and concluded that it would be right that 
professional staff serving student units should transfer to local authorities in the 
same way as other hospital social work staff. Clerical staff should remain with 
the hospital, which should also be responsible for providing equipment and 
accommodation. Where a supervisor has a joint appointment with a health 
authority and a university, the university should continue to meet their share 
of the total cost, but the responsibility for the health authority’s share should 
pass to the appropriate local authority. We understand that responsibility for 
the units which are at present financed from central funds will remain with the 
DHSS. While we recognise that resources are limited, we hope that DHSS will 
be able to give central support to further units in future. 


143. Qualified social workers in hospitals also make a contribution to the 
professional education of health service personnel and this becomes increasingly 
important if doctors, nurses and others are to understand how to use social 
work and social services for the benefit of patients. By the same token, it is 
important that doctors should be prepared to make a contribution to the 
teaching of social workers, as many of them already do. 


Conclusion 
144. As a conclusion to this discussion of training, we should wish to 
emphasise the following points: 


(i) Qualifying training for social workers intending to work with ill and 
handicapped people will continue to be provided in the mainstream of 
professional education for social workers of all types. Some courses will 
provide greater emphasis on social work in the medical field than others, 
but all will include some teaching related to physical and mental illness 
and handicap. 

(ii) Employing authorities should recognise the necessity of supporting staff 
development programmes to allow social workers to acquire additional 
knowledge about physical and mental illness and to study the role of a 
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(iii) 


(iv) 


social worker as a member of a clinical or primary health care team. 
This is particularly important in the short-term, when many social workers 
who were trained on specialist courses are having to undertake new tasks 
for which they received little or no preparation in basic training. 
Appropriate provision should be made in the training budgets of local 
authorities. 


In-service training will also be needed for social work assistants and 
other staff working under the direction of qualified workers, who have 
a considerable contribution to make in certain sections of the health 
service. 


No training programmes will be successful without the co-operation of 
both the local authority social services departments and the health 
service. Only they can provide resources of personnel, accommodation 
and time to ensure that practice training is available, and of an adequate 
standard. Without it the health service will not be given the social work 
support which patients need. 
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CHAPTER 8 


WORKING TOGETHER: SOME PRACTICAL 
SUGGESTIONS 


145. The idea of better collaboration between health and local authority 
services has been central to the reorganisation of the health service, and as 
this report shows, the question of social work support for the health service 
has proved to raise in its acutest form the problem of inter-professional 
relationships which lies at the heart of collaboration. The main theme of our 
report has developed out of the recognition of this fact. It is that the opportunity 
which the transfer of responsibility offers for important new developments in 
social work practices in the field of health care should not be missed by clinging 
to the patterns of the past. Health service social work should come into the 
mainstream of local authority social services activities in organisational as well 
as professional terms; and local authorities should try to develop, from the 
skills which hospital social workers will bring to them, a service which will 
extend to new areas of the health service—and to general practice in particular— 
the kind of support which some parts of the National Health Service have 
enjoyed in the past. This will require much painstaking effort, and a willingness 
in both services to extend understanding to the other and to modify previous 
attitudes. 


146. Much of this however is for the longer term. In the shorter term, local 
authorities will be much pre-occupied with the practical consequences of the 
transfer and with the need to modify their own organisation so that they will 
be ready to meet the demands of future developments. There will also be a 
number of practical steps which local authorities will need to take, in conjunction 
as necessary with health authorities, to ensure that there is full understanding 
of the new arrangements, their implications and opportunities at the various 
operational levels concerned. Better communication, at various levels and in 
various ways, is a basic requirement, both between services and between 
practititioners. In this chapter, therefore, we set out a few practical suggestions 
which may help that communication to develop. 


147. We think local authorities should give attention as quickly as possible to 
the provision of in-service training, both for their existing staff and their new 
staff, to enable them to meet the demands of reorganisation. These are likely to 
be heavy, and to impose strain on all those concerned until the new arrange- 
ments are working well. We further suggest that local authorities should invite 
area health authorities to join with them in providing appropriate seminars and 
other occasions on which health service and local authority staff who will need 
to work in close collaboration under the new arrangements can get to know one 
another and begin to see common problems from each other’s perspective. The 
sub-committee of the Joint Consultative Committee concerned with social work 
in the health service, and its supporting group of officers, should give this urgent 
attention. 


148. We think two points need to be covered in particular: 
(i) newly transferred health service social workers should be helped to 
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understand the structure and organisation of the local authority social 
services department, and their own place within it; 


(ii) key officers of the social services department should be helped to learn 
something from their new colleagues of the specific functions involved 
in social work practice in the health service, and the skills which need 
to be brought to bear. 


‘These two aspects might, at least to begin with, be covered jointly in seminars 
to which the various members of staff concerned would contribute. 


149. Jn addition the local authority and the area health authority should jointly 
organise seminars in which (i) local authority members and staff acquire a basic 
knowledge of the new health service organisation and the needs of the health service 
for social work as perceived by health service staff; (ii) health service staff may 
similarly acquire a basic knowledge of the organisation of the local authority social 
services and of the contribution which these can make to the total care of patients of 
the health service; and (iii) the two sides may learn to understand each other's 
expectations in terms of the accountability and responsibility of professional 
staff We commend to their attention our views on this subject in Chapter 5 
of this Report. 


150. We think that seminars between the health and social services should 
be organised at a variety of levels, and we commend the contribution being 
made towards the development of collaboration by the professional organisa- 
tions, post-graduate medical centres, and bridging seminars being organised 
by a variety of academic institutions. But we also wish to place particular stress 
on the importance of meetings at local level at which members of primary health 
care teams and hospital clinical teams can meet local authority social work staff 
(including former staff of the health service) with whom they will be working on 
a day-to-day basis. Discussions should not only deal with the more general 
aspects of reorganisation, but should centre on specific subjects which will be 
of direct concern to the two services in the locality. Some suggestions which 
we offer are: 


(i) the organisation of collaboration in dealing with, for example, non- 
accidentally injured children, or patients discharged from hospital; 


(ii) the use of case conferences involving both health and local authority 
SeIVICes ; 

(iii) discussions of differences in ethos between health and local authority 
services, as shown, for example, in different approaches to urgency in 
dealing with the frail elderly, and in the different and sometimes con- 
flicting priorities of the two services. 


151. It will be of great importance for seminars and meetings to take place 
in a planned sequence, and we recommend that each local authority should 
nominate an officer to supervise the programme of training. This officer could 
be the “‘senior officer” or the district co-ordinator of social work for the health 
service described in Chapter 5, the training officer in the social services depart- 
ment, or a separate officer appointed specifically for this task. In any event 
the senior officer and the specialist in community medicine concerned with 
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social services should jointly be involved and keep plans and progress under 
review. 


152. The successful organisation of health service social work will be a 
demanding task requiring much hard work on the part of many staff of social 
services departments and health authorities. In addition, members of local 
authorities and area health authorities will have a responsibility to see that the 
arrangements work well, and, through the collaborative machinery of the Joint 
Consultative Committees, to ensure together that satisfactory arrangements 
are made for the provision of social work to the health service, and for the 
development of a joint programme of training and education. We recommend 
specifically that Joint Consultative Committees should periodically review the 
progress of the arrangements for social work in the health service, and the central 
Departments should likewise at intervals review progress nationally. It will be 
particularly important for all concerned to ensure the spread of good practice, 
and we recommend that the Departments should be prepared whenever necessary 
to issue recommendations to local and health authorities with this in view. 
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CHAPTER 9 
CONCLUSIONS 


153. In the course of this report we have reached a number of conclusions 
and recommendations which have been emphasised by italics in the text. In 
this chapter they are drawn together for ease of reference. 


Chapter 1: The realities of collaboration 


154. We take the view that there is nothing in the Seebohm Report’s 
recommendations to imply the wholesale abandonment of specialism in social | 
work practice. The health service will continue to need the support of social 
workers with specialised skills in working alongside health service staff in health 
settings. There must be no question of these skills being dissipated or devalued 
in the future. (Paras. 12, 14.) 


155. We wish to emphasise the importance of personal links in achieving 
successful professional co-operation between health care staff and the staff 
of social services departments. Arrangements designed merely to establish that 
a social worker can be called in when necessary by impersonal communication 
from one system to the other are not good enough. We think it is possible and 
desirable to devise arrangements for doctors to communicate with the social 
services through a personal link well known to them and readily accessible. 
Similarly there should be a known channel for communication between social 
services and primary health care teams. (Paras. 16, 17.) 


156. On the question of confidentiality we think that, for the needs of the 
patient to be fully understood, it is clearly right that medical and social 
information about him should be shared as far as necessary between those 
who are sharing in the task of caring for him. (Para. 18.) 


157. We wish to stress the value of teamwork between the health professions 
and social workers as it already exists in many hospitals; the future development 
of social work support for the health service should build on this pattern of 
teamwork and seek to extend it to areas where it does not exist. (Para. 19.) 


Chapter 2: Social work and the clinical team 

158. We suggest that teamwork in a clinical situation means that all members 
of the team accept that each has a professional contribution to make in his 
own right; and that it is both the right and, equally, the responsibility of each 
member of the team to make that contribution if the patient needs it. Such a 
responsibility derives not from the prescription of the head of the team, but 
from the right of the patient to have the benefit of all the team’s skills as he 
needs them. (Para. 33.) 


159. To attain the degree of mutual respect on which teamwork must 
depend, some basic rules of practice can, we think, be postulated: 
(i) There must be some continuing personal relationship between individuals, 
(ii) Regular opportunity for face to face contact by members is essential. 
(iii) Team members should report back to the team on the action they take. 
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(iv) It should be recognised that priorities will often be differently assessed 
by different members of the team. 

(v) The social worker attached to a team should not necessarily be expected 
to carry all responsibility for the social work follow-up of every case. 
(Paras. 37-42.) 


Chapter 3: Social work and primary health care 


160. We make a strong plea that experimentation in the field of social work 
and primary health care should receive urgent consideration by the professions 
and by the health and local authorities. (Para. 44.) 


161. We hope that all new health centres will be designed to include 
accommodation for the use of social workers. (Para. 45.) 


162. The family doctor has an interest in being informed whenever patients 
on his list are receiving help from a social services department. Conversely, 
further reference by a family doctor to a social worker may not only be 
appropriate to the patient’s immediate needs, but may prevent the development 
of more complex situations of stress and breakdown in health. (Paras- 47, 48.) 


163. We think that there are opportunities in primary health care teams, 
as in hospital clinical teams, for the practice of complementary kinds and levels 
of expertise by members of the team which will lead to a more comprehensive 
service to their clients. (Para. 49.) 


164. Generally, we see development of support for general practice as a 
priority for the future, since it presents a major opportunity for significant 
improvement in methods of health and social care. (Para. 53.) 


Chapter 5: Management and organisation 

165. The overriding objective should be to devise organisational arrange- 
ments which promote the integration of social work in support of general 
practice and hospitals with the full range of services provided by the local 
authority social services department. The aim should be continuity of care 
wherever the needs of the individual or the family indicate this: and the 
organisational structure should aim at integrating social work support for 
patients receiving health care within the fieldwork services of the department, 
rather than preserving them in a separate compartment. (Para. 78.) 


166. A second main objective should be to promote teamwork between 
doctors, nurses and social workers. (Para. 79.) 


Support for general practice 

167. In order to integrate social workers working with primary health care 
teams into the main structure of the local authority department, they should 
be members of local authority area teams. (Paras. 80, 110.) 


168. Because general practitioners’ patients do not come from defined 
catchment areas, the arrangements should be flexible enough to allow attached 
social workers to care for patients coming from outside their own social services 
areas where appropriate. (Para. 80.) 


66 


Support for hospitals 


169. The needs of patients in particular types of hospital provision justify 
the basing of social workers in hospital. Paragraph 82 suggests the types of 
unit and specialty where we consider that social workers should be so based; 
and paragraph 83 sets out a number of other purposes for which social workers 
may also need to be based in hospital. 


170. We think that a comprehensive pattern of social work support for 
hospitals should develop—as staff resources permit—on the lines of providing 
both hospital and community based social workers in support of hospital 
teams. But whether social workers are based inside or outside hospital, working 
arrangements must permit those based in hospital to follow cases into the 
community, and those based outside to follow cases into hospital, wherever 
this is appropriate and best serves the patient’s needs. (Para. 85.) 


Linking the hospital and community care teams 


171. Joint Consultative Committees should particularly concern themselves 
with the problem of linking the hospital and community care teams, to ensure 
that a pattern of arrangements appropriate to local circumstances is devised. 
They have been asked to set up special sub-committees to deal with social 
work support for the health service, and these should make a point of ensuring 
that officers of the two services work out suitable local arrangements. (Para. 86.) 


Communication 


172. We regard good communication between health and social services 
as the single most important feature for bringing the two services into partner- 
ship. (Para. 89.) 


173. We recommend that the local authority’s ‘“‘senior officer” (as proposed 
by the Working Party on Collaboration) should be appointed near the top of 
the social services department to be responsible for arranging social work 
support for the health service, for discussion with the area health authority, 
and for the forward planning of services relating to the health service. Wherever 
possible, he should be professionally qualified in social work with an under- 
standing of casework requirements, and should have some experience of the 
provision of social work in a health service context and knowledge of the 
particular problems and needs of the health service. (Para. 94.) 


174. We also identify a function of managerial responsibility in respect of 
social work support for the health service to be carried out in health districts. 
There is a need for a professionally skilled officer of appropriate seniority to 
act as a central point of reference in each health district for the management of 
social work activity in support of the health district. We refer to the task of 
this officer as being that of district co-ordinator. His responsibility is to ensure 
a satisfactory network of contacts at working level, and to be available as a 
point of reference for all doctors and other health service staff in a district 
(whether in hospital or outside) in case of difficulty or uncertainty. (Paras. 95-97.) 


Communication and accountability at fieldwork level 
175. Much concern has been expressed to us over problems of “‘split 
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accountability” and “divided loyalties’ at the fieldwork level. We think 
however that the key to resolving these lies in the emphasis which we have 
placed on teamwork; and that different aspects of a social worker’s activity 
must be distinguished. (Para. 99.) 


176. Where a social worker is acting as a member of a team with doctors, 
nurses and possibly others, he has a professional responsibility to the team. 
But this responsibility to the team is not incompatible with accountability in 
other respects to the social worker’s local authority department. (Paras. 100, 
101.) 


177. We wish to establish the general principle that every social worker 
engaged in health service support, whether in hospital or outside, should be 
part of the team structure of the loca] authority’s fieldwork service, and 
accountable within that structure. (Para. 103.) In paragraphs 105-110 we 
suggest what the organisational implications of this general principle are, 
within the typical structure of a social services department. 


Chapter 6: The manning of the service 


178. We are impressed with the need to ensure that patients of the health 
service should continue to have available to them a skilled service related to 
the social problems of illness and disability. Where this has been available in 
the past, it should be maintained. Where it has not—and there are many such 
areas—it should be an objective of the local authority social services depart- 
ments to develop it. (Para. 112.) 


179. It will be necessary to ensure by the appropriate deployment of social 
workers in each locality that all available experience and knowledge is placed 
at the disposal of the health service, and that other social workers, at present 
without experience of this work, should be enabled to learn at first hand, and 
under skilled professional supervision and guidance, the particular needs of 
health service patients and their families. (Para. 115.) 


180. Directors of Social Services should make it an early task to consult 
with those experienced health service social workers available to them, and 
consider how their skills may be made available to the health service (including 
primary health care teams) in the most effective way. Local authorities should 
attempt at an early date to assess the total resources needed to provide adequate 
social work for the health service within their area; to work out how best to 
deploy existing resources; and to begin to plan to meet the full need in the 
long-term. The sub-committee of the Joint Consultative Committee concerned 
with social work in the health service will wish to keep under careful review 
the process of assessment and planning and, through the Joint Consultative 
Committee, advise its parent authorities on progress. (Para 116). 


181. Paragraph 117 analyses a number of different aspects of continuity 
in the care of clients. We take the view that continuity in all these dimensions 
cannot be regulated by ground-rules about length of service in particular 
settings. But its attainment should be a conscious aim of social services depart- 
ments, in planning the development both of services and of careers. 
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182. We think it should continue to be possible for those whose chief 
inclination and motivation is towards work in a hospital setting to pursue 
specialisation in that setting. (Para. 118.) 


183. The special skills and experience of social workers with health service 
experience will be of value in a number of other settings, for example, in 
residential care, and the management of long-term disability. We think that 
much may be achieved by a carefully devised policy of cross-posting of staff 
between hospitals and other appropriate parts of the local authority social 
services. (Para. 120.) 


184. We are impressed with the value to hospitals of the services of part- 
time social workers, and note that their transfer to local authority employment 
means that some local authorities will for the first time be employing part-time 
social workers. We suspect that there may be a considerable reservoir of 
talented and experienced social workers, unable for personal reasons to work 
full-time but prepared to work part-time, which could be tapped by local 
authorities more widely in future, and we recommend that consideration should 
be given by them to the possibility of extending their reliance on part-time 
social workers. (Para. 121.) 


185. We also wish to commend to the attention of local authorities the well- 
established practice in hospital social work departments of senior and principal 
social workers carrying caseloads. (Para. 122.) 


186. We emphasise the importance of adequate clerical and administrative 
support. If a hospital or primary health care team fails to provide it, the service 
they can expect to receive will be impaired. (Para. 124). 


Chapter 7: The training of social workers 

187. We commend to the attention of local authorities Paper No. 1 of the 
Central Council for Education and Training in Social Work: “Social Work: 
Creating opportunities for staff development”, which makes recommendations 
about this aspect of staff training which should in our view find application in 
training staff for work with the health service. (Para. 135.) 


188. Training for social workers at advanced level is also essential if standards 
of service are to improve, and if qualified social workers are to have the 
opportunities for professional advancement which they are entitled to expect. 
(Para. 136.) 


189. We consider that the future arrangements for social work support for 
the health service should include the maintenance and further development 
of the provision of student units, and that encouragement should be given to 
suitable individual social workers to provide practice teaching for students in 
training. (Para. 140.) 

190. We think that the Department of Health and Social Security should 
consider, in conjunction with the Central Council for Education and Training 
in Social Work, what possibilities there may be for the wider provision of 
facilities for student placements in general hospitals, psychiatric hospitals and 
primary health care teams. (Para. 141.) 
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191. Professional staff serving student units should transfer to local 
authorities in the same way as other hospital social work staff. Clerical staff 
should remain with the hospital, which should also be responsible for providing 
equipment and accommodation. (Para. 142.) 


192. We hope that DHSS will be able to give central support to further 
student units in future. (Para. 142.) 


Chapter 8: Working together: some practical suggestions 


193. We think that local authorities should give attention as quickly as 
possible after 1 April 1974 to the provision of in-service training, both for 
their existing staff and their new staff, to enable them to meet the demands of 
reorganisation. We further suggest that local authorities should invite area 
health authorities to join with them in providing appropriate seminars and 
other occasions on which health service and local authority staff, who will need 
to work in close coliaboration under the new arrangements, can get to know 
one another and begin to see common problems from each other’s perspective. 
(Para. 147.) 


194. In addition, the local authority and the area health authority should 
jointly organise seminars in which (i) local authority members and staff may 
acquire a basic knowledge of the new health service organisation and the need of 
the health service for social work as perceived by health service staff; (ii) health 
authority members and health service staff may similarly acquire a basic 
knowledge of the organisation of the local authority social services and of the 
contribution which these can make to the total care of patients of the health 
service; and (iii) the two sides may learn to understand each other’s expectations 
in terms of the accountability and responsibility of professional staff. (Para. 149.) 


195. We also wish to place particular stress on the importance of meetings 
at local level at which members of primary health care teams and hospital 
clinical teams can meet local authority social work staff (including former 
staff of the health service) with whom they will be working on a day-to-day 
basis. (Para. 150.) 


196. We recommend that each local authority should nominate an officer 
to supervise the programme of seminars and meetings which we have recom- 
mended. (Para. 151.) 


197. We recommend that Joint Consultative Committees should periodically 
review the progress of the arrangements for social work in the health service, 
and the central Departments should likewise at intervals review progress 
nationally. It will be particularly important for all concerned to ensure the 
spread of good practice, and we recommend that the Departments should be 
prepared whenever necessary to issue recommendations to local and health 
authorities with this in view. (Para. 152.) 





WELLCOME LIBRARY | 


Printed in England for Her Majesty’s Stationery Office by 
McCorquodale Printers Ltd., London 
HM 6898 Dd. 502796 K.32 8/74 McC 3309 





4 





—— 


> 
oF 


gandgr in close: 


ie tad eared BR a i ign 


-mequins 


ne Be pice 
orev eta Bti€ 
bivicdedin ef. 


yey! 





iM 


th 


kee 


sf 


bf 


hd 


$x BEES come 
: 3 ie by “shee 
at aut thorlty need 






shed gt iu wid ihe Rew aca 


3) ithe 


eed lok. 
RRIE 


hae rey health: rVies 
te a a. 2 -™ 


af 4 oe ‘ 
al a “So ie kt oe 
stv Dw the Sais eee] 














is 
any, 
+ 


i we 
‘on fF 


eaeews from each 
Bren 


<2 


fi) h otal bath rity 


i “4 : ¢ i & 
soe ved 1 eas 





ea POT eee ee 
Tey ea . Ses 1S) AMINO We) 
~ ag ae < - ' “ r . Np 
Grieties 345 Ges Sapte) ARSE OF BF 
s : 


pea mirthuien: Ww hs on PERE meta 


servic 


oo aod (ii 


5) 


hn cs 
. 


o- 


,'¢ 


DS 


y <4 


a 
<Em 
~F 
MS. Spr 
¥ Pe 2a* 
bt Oe 
= ¥ 
ot) 
2g 
ee 
S 
aut 
‘ 
ey 
tee 
bg 
gree 
ms . 
my 
¢ 





* cy _ reus ie 
terme of the a hex enta tet 
ian ih ; ee 
£af =: Ouse 
{3s A aatcyud Ut bs 74 
(Polat Laced at scebverdee tee 
ot Fogel dowel At seicctr: tee 
Cnaes) terol P2e “RIE! 
SIPCal SSATAs Cae “eA. 
4 —— . : 
gulf of the ey te 
oI ce. — i 
Bas)5. Siete B 
>> : ‘oa 
F ‘ wis snes : 
af wie =¥ 74 wet Lied <%, ; 
~ a ¢ tts é . . 
vat tans 1s ei 45 af 
aay at A ee a ; 
oy ¥¥ @ TOCORITICSS i 
ose Sad ahi wie esa - an 
TeV EQ. Feit, DOORS 
2 2 4 e 
~ 624 ae a¢ 7 
iA beet a eth: Leia 
oo ° a , bal , 
‘VET OSA Ss et DA 
7 4°38 & } ae ‘ . 
ne B ay ‘oo * 
tHe {eke ee See 
? i 53 3 Y 3 py Fs > 
‘ 
ESS at Bo 
vtiet C. 


« 
=o 





ao eo 
i ek 


rene 





a % “ im ad 
- “4 4 ~*~ 
; ‘<< “4 r 
Sane. 4 
3) * a Th) 
Pt, ae eS 4 ue 
: ¥ 
: ‘ 5 ra . 
= 43) : Pe ee | 
‘ - a 
: co tat. 
yon athe oy Re “ work 
wane 
. 
~~ 
ae 
7 iv Bn 
Awe sel 
Moen 
~~ 
; > : 
¥ ee he 496 
+ caer ce PRE eure usr» Hat € 
cover ee: See § seo Aa: beat 
bile’ | = aeregee © 
ie | % es are 
iiss Se) Me A 
r at ye St oa 3 
— mr -* 
P Fi iemiad § 
. * P wi s = 
ie : 
hy? yrs 
5 ; * Oy Gy rr 
ey 
" Lew 2 






















oy . 4 7 
wer ANZ 





itt | slabogiheds v; ¥ gat —- =f 4 
x Sere bc “Sede aed Saar Shad 


~ DN EETA Hoe Oo waka VRE pear SPREE, 


¢ 


a 


N8 vera eis 
ive 


, 4 ss x Q PapPE a : eh 
' he Rett ht hese 





PAE tego by ently 








HER MAJESTY’S STATIONERY OFFICE 
Government Bookshops 


49 High Holborn, London WC1V 6HB 
13a Castle Street, Edinburgh EH2 3AR 
41 The Hayes, Cardiff CF1 1JW 
Brazennose Street, Manchester M60 8AS 
Southey House, Wine Street, Bristol BS1 2BQ 
258 Broad Street, Birmingham B1 2HE 
80 Chichester Street, Belfast BT1 4JY 


Government Publications are also available 
through booksellers 


ISBN 0 11 320579 1 


